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THE PHARMACOLOGICAL ACTION OF SOLANUM NIGRUM LINN 


B. B. BHATIA, M.D., M.R.c.P, (LONDON), 
Department of Pharmacology, King George Medical College, Lucknow. 


Synonym—S. Rubrum, Miller; Roxb-100., S. 


Increatum (Dunal). 


Vernacular names. Kaka Machi (Sanskrit), Mato 
(Hindi), Kamuni (Bombay), Piludi (Guzrati), Kaman- 
chi-chetu (Telegu), Manattakkali (Tamil), Annabusa- 
thaliba (Arabica). 


Botanical Characters.—An erect nearly glabrous 
annual, growing wild throughout India. Leaves 
petioled, |-3 inches long, ovate or oblong, sinnuate, 
toothed or lobed. Petioles about 3 inch long. 
Flowers small, drooping, sub-umbellate, on rather 
stout extraaxillary peduncles, 4-3 inch _ long; 


pedicles 5-8, slender § inch long; calyx 4 inch long 
5-toothed, glabrous or sparsely puberulous; teeth 
small, oblong, obtuse. Corolla white, rarely purple 
4 in. in diameter, divided to below the middle into 
five oblong, subacute lobes, glabrous outside. 
Filaments hairy at the base. Ovary globose, glab- 
tous, style hairy towards the base. Berry } in. in 


diameter supported by the saucer calyx, black less 
often red or yellow, smooth and shining. Seeds 
yellow minutely pithed. 


Parts used.—Berries and leaves. 


History and alleged uses.—In Hindu medicine 
the leaves of this plant are considered tonic, diuretic 
and useful in general anasarca and heart diseases 
(U. C. Dutt). In Bengal the berries are employed 
in fevers, diarrhoeas, eye diseases, hydrophobia etc. 
(T. N. Mukherji). In the United Provinces the juice 
is used in blood spitting, piles, dysentery, anasarca 
and apoplexy. In Bombay, the juice is given in 
large doses in the treatment of liver disorders and 
is considered a valuable alterative (Dymock). 


The juice acts as a hydrogogue, cathartic and 
diuretic (Dymock). The syrup acts as an expector- 
ant and diaphoretic (S. Arjun). Dr. Moodeen Sherif 


reports having used with advantage, decoction of 


— 
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leaves of this plant in the treatment of dropsical 
affections. Its action is described to be diuretic and 
laxative. It has also been found useful in the treat- 
ment of chronic skin diseases such as psoriasis. In 
Cancan young shoots of this plant are cooked as 
vegetable and given in skin diseasés. ~ Lourciso 
states that the herb is anodyne and should be used 
with caution. 


Dr. Burton Brown has recorded the death of 
three children, after having eaten the berries of this 
plant. (The Punjab poisons).. The following symp- 
toms were observed—'‘a feeling of sickness followed 
by vomiting, pain in the belly and intense thirst; 
pupils dilated with impaired vision; headache, 


giddiness, delirium, purging and convulsions; sleep , 


ending in coma and death’’. 


PHARMACOLOGY 


Procedure. All experiments were carried on 
healthy dogs, cats, rabbits, guinea-pigs and frogs. 
Morphine-urethane anaesthesia was used in dogs 
in doses of 5 mgm. of morphine and 18 G. of 
urethane per Kilogram of body weight. In cats 
urethane alone or supplemented by ether was used. 


The following preparations from the plant were 
investigated. 


|. Fresh juice from ripe green berries. 
2. Decoction from dried berries, as sold in the 


bazar (I in 10). 
3. Decoction from leaves and eal 


4. Solanine (Merck's). 
All injections were made at body temperature. 


Doses unless otherwise stated are per Kilogram 


of body weight. 


Toxicity. (a) Paramaecium, Fresh juice from 
the green berries killed the paramaecia in five 
minutes; | in 10 dilution of the juice killed them in 
30 minutes; | in 100 dilution in half an hour; | in 


500 and higher dilutions had no effect. 


(b) Frogs. 10 frogs injected with | c.c. of the 


fresh juice of the berries per 100 gram of the body 


weight were all alive after 24 hours. 6 frogs injected 


1. M.A. 


with double the above dose were also not affected. 
The drug thus appears to have very little toxic action 
on frogs. 


(c) Guinea-pigs. 10 c.c. of the fresh juice 


- given per os proved fatal in one guinea-pig out of 
“five after six hours and may be regarded as the 


minimum lethal dose. The other guinea-pigs merely 
showed some retching and vomiting and were quite 
normal after few hours. 


CIRCULATORY SYSTEM 


Action on blood pressure. In both cats and 
dogs, injection of the juice of green berries, in doses 
of 0°01 c.c. and above, produces marked fall in 
blood pressure (50-80 m.m.), which however lasts 
for a very short duration, |-5 minutes (Graph. |, 
fig. a.). Injection of the decoction of dried berries 
produces a similar effect, though less marked. 
Decoction from the leaves and stem produces very 


_ small effect. Solanine, said to be the. chief active 


principle found in Solonaceae family, did not produce 
any effect on the blood pressure in 0°5-5 mgm. doses. 
The fall in blood pressure is not central in origin, 
for it is still obtained in decerebrate and spinal 
animal, also when the vagi are cut; but completely 
abolished after atropinisation, (Graph. |. fig. b.). 
With the fall in blood pressure, the volume of such 
viscera as spleen, kidneys: and intestine shows 
marked diminution. (Graph |. fig. c.). It thus 
appears that the fall in blood pressure was second- 
ary to cardiac inhibition, 


Perfusion of the hind legs of frog (Loewen- 
Trendelenburg’s method) with | in 10,000 to | in 
100,000 dilution of the fresh juice of the green 
berries did not produce any appreciable effect; the 
rate of out-flow changed from 8:2 c.c. to 80 in one 
experiment and from 773 c.c. to 7:4 in another. 
Perfusion of the ‘hind legs of dog through the 
femoral artery produced similar result. 


Action on the heart. Frog's heart. Graph. 2. 
illustrates the action of the fresh juice of the berries, 
on frog’s heart perfused in situ through the inferior 
vena cava. At ‘A’ an injection of 0:5 c.c. was made 
in the perfusing tube, as near the cannula as pos 
sible, within a few seconds marked slowing is 
produced, with about half the previous rate. The 
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GRAPH 1. 


GRAPH 2. 


GRAPH 1C 


GRAPH 2A GRAPH 2B 


A.—Dog (12 Kilo) under Morphine-Urethane anaesthesia. The tracing shows the effect of injec- 
tions of the various extracts from Solanum Nigrum. At ‘A’ 1° 0c. c. of decoction (1 in 10) dried 
berries. At ‘B’ 0° 1c. c. of the juice from green berries. At ‘C’ 0° 2c. c. of the juice from green 
berries. At ‘D’ 1° 0 c.c. of the ext. from leaves and shoots. At ‘E’ 5 mgm of Solanine (Merck's) 
B.—Same dog as above. Vagi cut; Vagal ends atropinised. At ‘F’ 02 c¢. c. of the juice from 
green berries. C.—Decerebrate Cat (2°8 Kilo). The tracing shows spleen volume and carotid 
blood pressure. At ‘G’ 0° 05 c. c. of the juice from fresh berries. Note the well marked fall in blood 
pressure produced by the juice from the green berries ; slightly less but still quite marked fall pro- 
duced by the decoction from dried berries ; very little fall produced by the extract from the leaves 
and stem and no effect produced by Solanine. Atropine abolishes these effects. Graph 1B. The 
volume of spleen diminishes simultaneously with the fall in blood pressure Graph 1C. 

A. and B. show tracing from a frog’s heart perfused with Ringer's solution. Upstroke=Systole. 
At ‘A’ 0°5 c. c. of the juice from green berries was injected in the perfusing tube. Note the marked 
slowing produced. At ‘B’ the effect is beginning to pass off. At ‘C’ 1 mgm of atropine was 
injected. At ‘D’ another injection of 0° 5 c. c. of the juice was given but without any effect. 
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GRAPH 4. 


GRAPH 5.A GRAPH 5. B 


GRAPH 3. Cat (3°2 Kilo) Urethane anaesthesia with artificial respiration. Myocardiogram. Upstroke= 
Systole. At ‘A’ 0°03 c. c. of the juice from fresh berries was injected. Note that the auricle and 
ventricle simultaneously become slow and irregular. The fall in blood pressure synchronises with 
this inhibition of the heart. After effective atropinisation such effect was not produced even with 
bigger doses. 

GRAPH 4. Dog (11°4 Kilo) Under Morphine-Urethane anaesthesia. The tracing shows changes produced in 
tracheal pressure (records with Mary’s tambour) and carotid blood pressure after an injection 
of 0° 1c. c. of the juice of green berries. 

GRapH 5. Aand B; are tracings from an isolated loop of Guinea-pig’s intestine suspended in 150. c. c. of 

. Tyrode’s solution at 37°C. At ‘A’ 0° 1 c. c. of the juice from the fresh berries was mixed with the 
bath. Note the marked increase in tone produced. At ‘B’ 1 mgm of atropine sulphate was added 
to the bath and it brought down the tone to its normal level. At ‘C’ and ‘D’ further doses of the 
juice were given, but without any effect. 
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slowing lasted for about two minutes, and at ‘B’ the 
heart is already beginning to recover. At ‘C’ the 
vagal ends were atropinised with one miligram of 
atropine. At ‘D’ injection of the fresh extract was 
repeated, but no effect was obtained. This showed 
that the original slowing was from the stimulation 
of the vagal nerveendings of the heart. Quite 
similar results were obtained in rabbit's heart per- 
fused through aorta (Lagendorf’s method). Myocar- 
diogram, (Graph. 3) from a cat shows the effect 
produced by an injection of 0:03 c.c. of the fresh 
juice the auricular and ventricular rates show simul- 
taneous slowing, and there is some irregularity. 
Large doses produce standstill of the heart, from 
which the animal often recovers. Very large doses 
were needed to produce the fatal arrest of the heart. 
These effects could not be obtained after effective 
atropinisation. Fall in blood pressure was always 
noticed to be synchronous with inhibition of the heart. 
Similar though less marked results were obtained 
with decoction from dried berries; extract from 
leaves was without any effect and so was Solanine, 
in proportionate or bigger doses. 


ALIMENTARY SYSTEM 


Normal rythmical movements of the ileum of 
dog show stimulation with 0:01 c.c. to 0'1 c.c. doses 
of the fresh juice; higher doses produce marked 
increase in tone with cessation of rythmical move- 
ments. Excised strips from the ileum of rabbits and 
guinea-pig gave similar results (Graph. 5). 


Salivary Secretion. No appreciable effect was 
noticed on the quantity or quality of salivary secre- 
tion, in dogs under anaesthesia in doses ranging from 
001 c.c. to 01 c.c. of the juice of green berries. 
Under similar conditions injections of pilocarpine 
always produced increase of these secretions. 


RESPIRATORY SYSTEM 


Graph 4, shows the record of brachial pressure, 
with a Marey’s tambour, from a dog under morphine- 
urethane anaesthesia. Injection of 0°01 c.c. of the 


fresh juice produced marked increase in the pressure, 
which was completely antagonised by atropine. 
Perfusion of the bronchi of a guinea-pig, with 
Ringer solution at 37°C., through a cannula tied in 
the trachea, gave the following results. 
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Normal rate of out-flow per minute: 


18°0 c.c. 
17°9 c.c. 
18:0 c.c. 
c.c. 


17°96 c.c. mean 


Rate of out-flow per minute, after an injection 
of 0-02 c.c. of the fresh juice in the perfusing tube. 


Ist. reading 140 c.c. 

2nd reading 14:3 c.c. 

3rd_ reading 14:2 c.c. 

after 10 minutes 169 c.c. 
17:2 c.c. 


It is apparent from the above, that the drug 
produces a constriction of the isolated bronchi of 
the guinea-pig. 


UTERUS 


In situ as well as in excised strips, the action 
of the fresh juice on the uterus is to produce stimula- 
tion of the rythmical movements and increase in 
tone. 


ACTION ON PUPIL 


Isolated eyes of frogs immersed for six hours 
in | in 50 dilution of the juice of fresh berries. 
showed constriction of the pupils. 


SECRETIONS 


Injections of varying doses of the juice in healthy 
frogs produced no appreciable effect on the sweat 
glands. Dogs and cats, which received, injection 
of the fresh juice never showed any increased per- 
spiration in the shape of beads of sweat on the 
paws, as is nearly always observed with pilocarpine. 


DiscUSSION 


It is apparent from the above, that the green 
berries of Solanum Nigrum, contain some principle, 
which has got a stimulant action, on the nerve end- 
ings of the para-sympathetic autonomic system; that 
the same principle is present in the dried berries, but 
to a smaller extent; that the leaves, stem and roots 
seem to be devoid of this principle. It is further 
evident that the principle responsible for this action 
on the autonomic system, is quite different from 
Solanine, which has been hitherto recognised, as 
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the chief active principle present in the plants of 
the Solonaceae family. This principle, which has 
not yet been isolated (efforts are being made by 
Dr. Dutt of the Allahabad University) and of whose 
chemical composition nothing is known seems to 
have an interesting action on the para-sympathetic 
system, as evidenced by the inhibition of the heart, 
constriction of the pupil, stimulation of the alimen- 
tary canal and contraction of the bronchi. The 
fact that all these actions are abolished by atropine, 
suggests that the seat of action, and the manner of 
action is very similar to that of pilocarpine or 
physostigmine. It however differs from these in 
one very significant aspect, and that is that, it does 
not produce any action on the sweat and salivary 
glands. Many healthy frogs were injected with 
varying doses of the fresh juice, through the anterior 
lymph sac, but in none of them any beads of per- 
spiration were noticed on the skin. Pilocarpine 
under these conditions, nearly always produced this 
action. Similarly no beads of perspiration were 
noticed on the paws of cats receiving intravenous 
injections of the fresh extract. No increase in 
salivary secretion was noticed in the several dogs 
injected for this purpose. The action of Solanum 
Nigrum, thus adds one further example to the 
observation, made by Clark, ‘‘that the general rules 
of the drug action on the autonomic system hold 
_ fairly exactly in the case of the eye, the circulatory 
and the respiratory system, but unfortunately there 
are several exceptions in the case of skin, the 
digestive system and the genito-urinary organs’. 
The sweat glands of the skin are notorious, for the 
atypical way in which, they react to drugs. It is 
therefore not to be wondered, that Solanum Nigrum 
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failed to stimulate them. Besides the crude extracts, 
like the one, that we were working with, are capable 
of several fallacies, and so no attempt is made to 
explain some of the irregular actions observed. 
When the active principle responsible for ‘these 
actions is available, it will be very interesting to 
work at it. 


SUMMARY 


1. The pharmacological action of extracts pre- 
pared from the berries and leaves of Solanum 
Nigrum is described. 


2. The action of the extract from the berries, 
closely resembles that of the pilocarpine group of 
drugs, in producing constriction of the pupil, slow- 
ing and inhibition of the heart, contraction of the 
bronchi and stimulation of the alimentary canal, It 
however differs from pilocarpine, in having no action 
on the sweat and salivary glands. 


3. The active principle or principles responsible 
for this action seem to be located mainly in the 
berries, and are different from Solanine and Solani- 
dine, which have so far been isolated from the 
Solonaceae family. 
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TREATMENT OF EMPYEMAS OCCURRING DURING 
ARTIFICIAL PNEUMOTHORAX 


P. D. KATYAR, M.p. 
Carlo Forlanini Institute, Rome (Italy). 


The purpose of this communication is to report 
the clinical course of 13 cases of parapneumothoracic 
empyemas and the end-results obtained by the 
combined treatment of Monaldi’s elastic antero- 
lateral thoracoplasty for the pulmonary lesions and 
the progressive detension and lavage for the 
empyemas. As a general, aetiology, classification, 
the principles underlying the treatment, treatment 
schematised by Monaldi and is followed in the Carlo 
Forlanini Institute and some statistics of the other 
authors have been compared with that of Monaldi 
in 221 cases of tuberculous empyemas reported in 
the Vth Italian National Congress against tuber- 
culosis held in Rome. 


AETIOLOGY 


The most frequent complication in the treat- 
ment of pulmonary tuberculosis by artificial pneumo- 
thorax is the occurrence of fluid. Many reasons 
are given for its formation. Thus for instance, 
Monaldi thinks that acute empyemas are the direct 
expression of the tubercular localisation in the pleura 
or coming from a spontaneous or provocated per- 
foration of the lung and which subsequently closes 
because of the retraction determined by artificial 
pneumothorax. The socalled latent perforation, 
thus called because it cannot be clinically demon- 
strated, and which can undoubtedly be the cause of 
an acute empyema, is more frequent than generally 
admitted. But E. Morelli affirms that without the 
actual formation of the pulmonary fistula, the infec- 
tion can pass in the pleural cavity as when in infected 
needle during A.P. is taken out in the pleural cavity, 
germs can be transported from the lung. It can 
not be excluded that the germs can reach there by 
lymphatics or blood stream during intercurrent 
diseases or even from the outside during the puncture 
using the infected material or from the insufficient 
disinfection of the skin (Monaldi). 


Brauer and Spengler think that fluids may in 
part be caused by a breaking of the lung during its 
collapse and also, as does Stobie, by tension upon 
adhesions occurring during the collapse. Ford, 
Joannides and Klemperer also would attribute the 
formation of the fluid in part to the tearing of 
adhesions. Others (Stephani, Rossel, Geeraerd, 
Joannides, Monaldi) think that tubercles on the 
visceral pleura are separated from the parietal pleura 
during the process of collapse and rupture into the 
pleural cavity. That fluids are largely, if not 
entirely, of tuberculous origin is believed by Burrell 
and Rossel, and by Rist and Veber, when the fluids 
are copious. That they are due to inflamination is 
believed by Harrer, Rossel, Nalbant, and Monaldi; 
the latter would attribute them in part to inter- 
current infection. Monaldi and Joannides_ think 
that they are at times produced by infection intro- 
duced by means of the needle or air or by means 
of oleothorax. Paterson on the experimental basis, 
explained their occurrence upon the allergic reaction 
caused by the tubercle bacillus, and Floyd, by other 
organisms. 


Among other explanations for the formation of 
fluid may be included injury to the pleura (Morelli, 
Monaldi, Nalbant), chilling of the patient’s body 
(Peters and Woolly), chilling of the introduced air 
or gas (Bullock and Twitchell, Nalbant), changing 
seasons of the year (Peters and Woolly, Dumarest, 
Von Muralt), irritation from the gases administered, 
such as oxygen, carbon dioxide and _ nitrogen 
(Joannides, Fagenoli) the degree and character of 
the disease in the contralateral lung (Forlanini, 
Peters and Woolly) too much air at one sitting 
(Sauerbruch, Gwerder), pressure on the vessels at 
the root of the lung, menstruation, resistance of the 
patient and state and character of the disease in the 
collapsed lung (Nalbant). 


According to Forlanini, Nalbant and Rossel, 
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physical exercise favours the formation of fluid, but 
this is denied by Harrel. 

Why empyema occurs in some cases but not 
in others cannot yet be satisfactorily answered. 
There is probably no one specific cause and a com- 
bination of many factors is responsible. However, 
it would seem that for the most part and at first 
they are of a tuberculous nature and are dependent 
upon tuberculosis of the pleura, unless occurring 
after rupture of the lung. 


CLASSIFICATIONS 


Classifications of empyemas according to Monaldi 
are given below. 


PRINCIPLES OF TREATMENT 


The treatment of empyema by providing drain- 
age with thrust of a knife or cautery was known to 
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Hippocrates. From that time till the last century 
the treatment of empyema forms a_ lamentable 
chapter in the history of medicine and surgery. 
There was so little confidence in the surgical 
management of empyema that when Dupuytren, the 
ablest French surgeon of his time, was stricken with 
this disease (in 1835) he refused operation with the 
remark that he would “‘rather die by the hand of 
God than with the help of a surgeon’’. This is not 
surprising when his own record was only 4 recoveries 
out of fifty cases. After the World War a great 
progress has been made towards the treatment of 
empyema. The mortality has been reduced, the 
period of healing has been shortened, and chronicity 
to a large extent prevented. Principles of treatment 
have been outlined somewhat differently by Carlson, 
Burrell, Graham, Young, Immerman, Ochsner Har- 


rington, Monaldi and Hedblom but those listed by 


|. Simple Tuberculous Empyemas. 


A. With an acute onset 
(Acute toxaemia). 
risy. 


B. By transformation 


(Chronic toxaemia). ‘ 
thoracentesis. 


Il. Simple Infected Empyemas. 


Ill. Associated Septic Empyemas. 
A. As a result of an 


acute evolution. 
B. As a result of chronic 
evolution, 


1. Closed 


|. Transitory perforation of the lung. 
2. As a result of tuberculous pleu- 


1. As a result of exudative pleurisy 
treated by means of pneumo- 


2. Simple effusion in the treatment 
of pneumothorax. 

3. As a result of acute empyema. 

4. As a result of relapse of incap- 
sulated empyema. 


C. Incapsulated (atoxic) in Abandoned pneumothoraxes. 


A. With transitory 


B. With persistent infection 


(a) Primary. 
(b) Secondary. 


en 
(a) By parietal fistula. 

(b) By pulmonary fistula. 

(c) By parietal and pul- 
monary fistulas. 


Monacpi’s CLASSIFICATIONS OF EMPYEMAS OCCURRING DURING THE TREATMENT OF A, P., 


(a) With partial pneumothorax 
clinically inefficient. 


(b) With efficient pneumothorax 
during treatment 


(c) With efficient pneumothorax 
at the end of treatment. 


(d) With simultaneous bilateral 
pneumothorax. 


|. With healed pulmonary 
lesions. 


2. With persistent pulmonary 
lesions. 
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Monaldi cover all the salient points referred by the 
others. They are as follows:— 


I. Avoidance of open pneumothorax. 

Il. Adequate drainage. 

Ill. Sterilization of empyema cavity. 

IV. Reexpansion of the lung and healing of the 

empyema cavity. 

there are active lesions in the lung or 

should the lung fail to reexpand, elastic 

antero-lateral thoracoplasty for the lesions 

and radical surgical operation of a limited 

demolitive character should be done to 

obliterate the empyema cavity. 

VI. Attend to the general condition and nourish- 
ment of the patient. 


V. If 


I. Avoidance of open pneumothorax: As far 
as possible open drainage should be avoided. Even 
in the cases of associated empyemas as long as there 
do not exist hypertoxic and functional conditions 
of extreme graveness and urgency, the pleural 
cavity must not be opened. There are exceptional 
cases in which inquination is related for the germs 
of putrefaction. In these cases even a drainage 
preferably closed one (water seal) is to be resorted 
to. During the World War, dyspnoea, cyanosis, and 
death were frequently observed to be the immediate 
consequences of open thoracotomy performed for 
the drainage of thin pus of the post-influenza strep- 
tococcic empyema prevalent at that time. 


Il. Adequate drainage: It is difficult to say 
what constitutes adequate drainage. Few pneumo- 
thoracenteses may lead to healing; drainage by 
means of intercostal cather or cather through rib 
resection may suffice; a broncho-pleural fistula may 
provide adequate drainage. On the other hand 
some exceptional cases of empyemas with the 
formation of pus rich in fibrin, fail to make satisfac- 
tory progress until a large opening for drainage is 
provided. A decision as to adequacy of drainage 
must be made in each case on x-rays evidence, 
signs of sepsis, and the tendency of cavity to heal. 


Ill. Sterilization of Empyema cavity: Attempts 
to sterilize the cavity by means of antiseptics are 
now considered secondary in importance to drain- 
age. Various solutions such as Clorosol, Dakin, 


Hermannsdorfer’s solution, pepsin, trypsin, sodium 
ricinoleate, bile salts, physiologic solution, gentian 
violet, acriflavine, potassium permanganate solution, 
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Talc iodide solution are frequently used by different 
authors to remove pus and fibrin, to maintain 
patency of the drainage tubes and to aid in sterilizing 
the cavity. As far as irrigating fluid is concerned, 
since the fluid has prevalently a mechanical action 
of detension, any liquid is good. In Carlo Forlanini 
Institute Clorosol and Dakin solutions are preferred 
(1) because they digest the exudate, fibrin, pseudo 
membrane upon the visceral pleura and in so doing, 
to inhibit the restraining influence which this exu- 
date, when organised, may exert upon the expansion 
of the lung. (2) They have an irritating tendency 
upon the pleura hence favouring the symphysis of 
it. Because of their irritating tendency they should 
not be used in the cases of pleuro-pulmonary 
fistulas. In these cases physiological salt solution is 
advisable. 


IV. Reexpansion of the lung and healing of the 
empyema cavity: The process of healing and of 
reexpansion of the lung may vary somewhat accord- 
ing to the method of treatment employed. Even 
to-day there is no unanimity of opinion regarding the 
relative importance of several factors alleged to bring 
about reexpansion of the lung and obliteration and 
healing of the cavity. In 1897 Reineboth experiment- 
ally concluded that inflation of the lung occurred 
on forced expiration regardless of whether. the 
thoracic opening was larger or smaller than the 
main bronchus. Furthermore, with a large opening 
in the chest, volume alterations of the lung did not 
occur as a consequence of normal respiration; but 
with a sufficiently small opening, inflation occurred 
on inspiration and deflation on expiration. Graham 
states, ‘The ratio of the volume of air entering the 
chest through the thoracic opening to the volume 
entering the lung through the natural air passages 
would be equal to the ratios of their areas; if it 
were not for two facts (Il) the natural air passages 
to the lungs have a considerable length which 
causes appreciable friction and resistance to the 
entrance of air; and (2) the natural elasticity of the 
lungs offers further resistance. On account of these 
two factors an opening in the chest wall of a some- 
what smaller size than the narrowest part of the 
natural air passages will admit the same amount of 
air’. Graham refers to the glottis rather than the 
bronchus as the narrowest part of the natural air 
passage. 


Model thoraces have been constructed in- 


| 


178 


dependently by Morelli; Ravilliod, Douglas and 
Wangensteen for the purpose of studying the princi- 
ples of expansion of the lung. Morelli’s model 
thorax consists of a rubber balloon (elastic artificial 
lung) placed within a bottle (rigid thoracic cage). 
The interior of the balloon is exposed to atmospheric 
pressure by means of a stem corresponding to the 
trachea. There is also a vent (thoracotomy) in the 
bottle to which any desired pressure may be applied. 
When this vent is open, the balloon rests in a posi- 
tion of collapse, the pressures on the inside and 
outside of the balloon being the same. When mild 
suction is applied to the vent representing the drain- 
age site, the balloon (lung) if capable of being 
easily inflated, readily expands, and is maintained 
in an inflated condition. The degree of expansion 
is dependent upon the relationship between the 
negative pressure employed and the elasticity of the 
model lung. 


If the model chest is filled with fluid (empyema) 
which is then siphoned off, the collapsed balloon 
expands; and if the drainage of the fluid is complete, 
the model lung expands to the walls of the bottle, 
completely filling it. This process is the same 
whether the drainage is dependent or high up on 
the artificial thorax. With the establishment of 
closed drainage in empyema, if the lung is not 
effectively restrained by exudate over its visceral 
surface or inflation inhibited by oedema or exudate 
within the lung, expansion will immediately occur. 
If the balloon is thick-walled and difficult to distend, 
simulating a lung restrained by the thickened pleura 
of empyema, a high negative intrathoracic pressure 
may be created in the absence of satisfactory expan- 
sion of the lung. Therefore it is always necessary 
to remove or dilute the fibrin from the visceral 
pleura first by irrigating fluids. 


Although it must be admitted that the model 
thorax does not reproduce all of the conditions of 
the living thorax in that respiratory movements are 
absent, it serves to illustrate the fundamental princi- 
ples concerned in expansion of the lung under the 
conditions of open or closed drainage. 


From the above discussion the following conclu- 
sions can be drawn as regards the reexpansion of 
the lung and obliteration of the empyematic 
cavity :— 

When a true open drainage is employed the 
collapsed lung does not exhibit a natural tendency 
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to expand. Three factors seem to contribute largely 
to the reexpansion of the lung and obliteration of 
the empyema cavity (a) first and most important is 
the contractile force exerted by ahesions which form 
between visceral and parietal pleuras. (b) The 
maintenance of subatmospheric pressure in the 
pleural cavity. (c) The stretching effect of forced 
inspiration and blowing against resistance upon the 
exudate or adhesions lying on the visceral pleura 
which tend to inhibit the expansion of the lung. 


On account of this tendency of depositing on 
the serous membrane, the destructive materials in 
the form of fibrin, pseudo-membrane etc., Monaldi 
put forth a new therapeutic procedure (Progressive 
Detension and Lavage) in this Institute, tending to 
remove this sort of rigid covering from the visceral 
pleura and creating at the same time conditions 
sufficient for the reexpansion of the lung. No doubt 
clorosol digests the fibrin and removes it from the 
visceral pleura but this progressive detension and 
lavage greatly help in the removal of the fibrin and 
reexpansion of the lung. 


During the first evacuation especially when 
dealing with abandoned empyemas with large 
quantity of exudate, the pneumothoracentesis and 
lavage procedure is done, thus reconstituting a 
chamber entirely or almost entirely of a gaseous 
nature. After this initial period and following each 
evacuation and lavage gas is extracted so as to 
assure that degree of detension one desires. In the 
beginning slight detension should be left say —15 
and —25 c.c. of water; gradually and rapidly one 
increases in the following days the pressures to — 20 
and — 30 and at the end of first week the pressure 
is brought about —50 and —60. If the lung show 
no tendency to reexpand, the pressure is maintained 
at this value; subsequently when the viscera begins 
to reexpand, the degree of detension is increased 
and varies according to the individual tolerance 
reaching to ~ 100 and —120 c.c. of water. 


In order to assure a gradually increasing deten- 
sion regime, everyday in the beginning the air is 
extracted in variable quantities; and on alternate 
days at a later period and at greater intervals during 
the end. Accurate evacuations and lavages are 
performed relying upon the latter to eliminate the 
necrotic slough and fibrinous deposits which under 
the endopleuric aspirating actions easily break up 
thus freeing the lung of the fibrin which covers it. 
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The healing is being approached when the lung 
partially (reached the thoracic wall) begins to adhere 
to it by means of pleural simphysis. At this stage 
the degree of detension must gradually be reduced, 
for the aspirating action would act on the surround- 
ing parts and especially on the mediastinum which 
could suffer grave deviation. On the other hand 
high negative pressure in the pleural cavity no longer 
appears to be necessary, because the process 
of symphysis once begun, continues even if left alone 


The first action of the progressive detension 
exercises itself on the pseudomembranes which, 
since they are thick and lacking in vitality are 
easily broken up. The repeated lavages further 
break them and thus assure their easy removal. For 
this reason in the beginning, the character of the 
exudate may become worse. After this first action 
the aspiration directly affects the pleura (which 
remains irritated) and the walls of the blood vessels 
whose permeability is greatly altered and shows 
itself by haemorrhagic exudate. Ordinarily this 
period precedes the beginning of the reexpansion 
of the lung and when this is on the way, it seems 
as though the aspirating action develops itself more 
easily on the viscera, in that the exudate gradually 
loses its haemorrhagic character, passing at first to 
a state of simple suffusion, and then become 
ordinarily altogether serous in the later stages. 
After this stage is reached it is a question of little 
time to reach the total reexpansion and symphysis. 


V. What treatment should be adopted when 
there are active lesions in the lung or when the lung 
does not retain its capacity to reoccupy, after the 
elimination of the pneumothorax, the pleural cavity. 
In the first case when the empyema is complicated 
by inefficient pneumothorax or it rebels to the 
medical treatment (pneumothoracentesis and lavage) 
complicated with efficient pneumothorax during the 
treatment, Monaldi’s anterolateral thoracoplasty for 
the pulmonary lesions and progressive detension 
and lavage if desirable paralys’s of the diaphragm 
for the empyematic cavity. In cases in which the 
extensive capacity of the lung is reduced but not 
abolished the application of closed suction drainage 
always if there is an indication for it can determine 
a reduction of the empyematic cavity which is then 
completed by phrenic exairesis and by limited costal 
demolition. In the cases in which the lung fails to 
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reexpand by the above methods, radical surgical 
treatment should be done. 


The following is the description of Morelli’s 
apparatus which is used in all the sanatoriums in 
Italy for pneumothoracentesis and lavage :— 


The apparatus consists of two bottles having a 
capacity of 1000 c.c. each, the first (A) serves for 
receiving the exudate, the second (B) for containing 
the liquid for lavage. The bottles are stopped by 
two-hole rubber corks. To one of these holes of the 
stopper of bottle (A) is connected a_ three-way 
valve, (1) one of which is in communication with a 


Fic. | 
6 
1000 310900 ' 
p — Goo + 
| 


8 . 
More.ui’s APPARATUS FOR PNEUMOTHORACENTESIS 
AND LavaGE (By kind permission of the Professor) 


200 c.c. syringe, which is necessary to determine 
the opportune variations in pressures on air in the 
bottle so as to aspirate the liquid by exhausting 
the air or force gas into the pleural cavity. Through 
the second hole passes another metallic tube which 
also bears a three-way valve of which one is in 
communication with rubber tubing to which is 
attached the needle containing the solution for the 
lavage, the stopper of the bottle (B) containing the 
solution for the lavage has also two holes, through 
one of which passes a tube (6) which reaches at the 
bottom of the bottle and is connected with valve 
(2) and serves for the passage of the solution from 
the bottle into the pleural cavity; through the hole 
passes a tube (7) which reaches only to the neck 
of the bottle and is connected to a Richardson double 
ball with which the pressure is ‘increased in the 
bottle in order to force the solution into the pleural 
cavity. To the extremity of the needle bearer rub- 
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ber tube is connected a three-way tap one of which 
puts the pleural cavity into communication with the 
two bottles and the other the pleural cavity with 
the air. This latter way serves as a manometer in 
that, if there exists negative pressure in the cavity, 
air is aspirated; if there exists positive pressure, 
the liquid comes out through it spontaneously. 
There must be a glass tube between the two por- 
tions of the rubber tubing through which a flow of 
the liquid is conveniently watched. 


Directions for using it: When it is desired to 
maintain the immodified pneumothorax, the exudate 
should be completely evacuated and_ substituted 
with air in such quantity so as to maintain a 
homogenous tensive state. Subsequently, without 
modifying this tensive state, liquid for lavage is 
introduced into the pleural cavity and this process 
is repeated until the liquid for lavage that comes 
out from the pleural cavity is clear. When it is 
desired to force the retraction of the lung, be it to 
ameliorate the collapse that has a curative scope, 
or be it to assure the closing of an eventual per- 
foration of the lung, to maintain constantly, even 
during the operation, a positive pressure by intro- 
ducing air and taking care that no abrupt aspiration 
of the intrapleural gas takes place. There is one 
exception to the positive pressure regime namely 
in those cases in which the pulmonary perforation 
can be kept closed with negative pressure, when 
total or sacculated empyemas, without the coexist- 
ence of air, must be eliminated, it should be begun 
by evacuating small quantities of the pus and which 
must immediately follow the reconstitution of an air 
chamber, so as to then continue as for a pyopneu- 
mothorax. When it is desired to favour the reexpan- 
sion of the lung, with the elimination of the 
pneumothorax, gradually decreasing air in the 
pleural cavity, you can produce a_ progressive 
detensive state. 


So far as the frequency of the operation is con- 
cerned, the fundamental conception is to avoid a 
real reaccumulation of pus; therefore the lavages 
must be repeated with such frequencies so as to 
prevent the accumulation of exudate. In this 
manner the liquid for lavage acts prevalently, if not 
exclusively, on the walls of the empyematic cavity 
removing from these walls debris, pseudo membrane 
accumulation of fibrin which maintains a flogestic 
state of the pleura, 
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There is another Morelli’s apparatus for closed 
drainage with permanent lavage which is used for 
acute associated and especially in nontuberculous 
empyemas. 


First the thoracotomic opening is closed by 
rubber saccule (Sacchetto di gomma) having an hour 
glass shape and with dimension equal to those of 
the opening. This rubber saccule is opened at both 
ends through which a drainage tube is passed. In 
the space between the wall of the saccule and the 
drainage tube the air is forced by means of special 
tube is closed with silken thread. At this state this 
rubber saccule cannot come out of the thoracic 
opening. This is covered by dressing and is kept 
fixed to the thoracic wall by a light metallic plate 
which in turn is fixed to the chest wall by adhesive 
plaster. The drainage tube is connected with the 
apparatus. 
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More.ui’s APPARATUS FOR PERMANENT CLOSED DRAIN- 
AGE AND LavaGE (By kind permission of the Professor) 


This apparatus consists of three bottles 
(Mariotte); two of which have a capacity of about 
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1500 c.c. and are connected to each other by rubber 
tubing (10) and one of these, which in the figure 
No. 2, is without a stopper, the other one (No. 1) 
and which is placed on a level with the patient, is 
stopped by two-hole rubber cork. Through each 
of these holes passes a three-way valve; the first of 
which communicates by means of its horizontal 
outlet with the tube that serves for drainage; the 
vertical outlet with a third bottle containing a 
solution for lavage and which is somewhat elevated 
above the level of the valve. The second three- 
way valve communicates by means of its horizontal 
outlet with a water manometer and the vertical out- 
let communicates with the air. 


Bottle No. | is, more than half filled with disin- 
fecting liquid (for example corrosive sublimate): If 
bottle two is lowered the liquid from bottle No. | 
which is in communication with rubber saccule 
(Sacchetto), will have a tendency to pass into the 
bottle situated at a lower level and will thus exercise 
an aspiration on the manometer and the pleural 
cavity. Hence it follows that the pus will be aspi- 
rated while it is being formed; at the same time a 
negative endopleuric pressure is set up and is equal 
to that pressure indicated by the manometer. 
Turning the valve that is in communication with the 
bottle containing the lavage solution, liquid will thus 
flow through the tube of the saccule (Sacchetto) into 
the pleural cavity, while the No. | bottle system will 
be excluded. Putting the valve again in its original 
position, also the solution for lavage will be aspi- 
rated. Hence from the bottle No. |, which is 
placed along the side of the patient, there will pass 
into the lower bottle (2) just as much liquid as has 
entered into the pleural cavity in order to wash it. 
The manometer will indicate with its oscillation the 
value of the respiration as well as the pressure 
existing in the pleural cavity. 


In those cases in which there exists a pulmonary 
fistula it will be revealed by the fact that the mano- 
meter will tend to return to 0 and also by the fact 
that the liquid will be at the same level in the two 
bottles. In these cases with the same apparatus, 


the lung can be kept in the collapsed state. To do 
this the positions of bottle | and 2 must be inverted. 
The liquid will tend to go into the bottle that is 
placed at a lower level, the gas will be forced into 
the pleural cavity. By means of the manometer that 
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pressure will be determined that is necessary to be 
retained for each case. 


In order to do the lavage it is only necessary 
to lower the bottle that was elevated. At the end 
of the lavage the bottle is brought to the desired 
height after having maintained the compression of 
the lung, until it is certain that the pulmonary 
opening is closed, one proceeds cautiously, aspirat- 
ing slowly and gradually. When the cavity shall be 
greatly reduced the apparatus can be substituted by 
large rubber ball (para di gomma) which is con- 
nected to the drainage tube. In this manner the 
convalescence is accelerated because the patient 
can be permitted to get up. 


TREATMENT OF PARAPNEUMOTHORACIC EMPYEMAS 
SCHEMATIZED BY MONALDI IN THE CARLO 
FORLANINI INSTITUTE 


1. Simple Tuberculous Empyemas. 


A. With Acute Onset: Pneumothoracentesis 
and lavage till it passes to group B. For those who 
come from a transitory perforation of the lung, the 
pneumothoracenteses and lavages must be done in 
the beginning with positve pressures, if such a 
tensive state can assure the retracton of that part 
of the lung which is the seat of the perforation. 


B. By Transformation: (a) as a result of 
exudative pleurisy and with efficient pneumothorax 
brought to an end: Progressive detension and 
lavage, till the obliteration of the empyematic 
cavity, completed eventually with phrenic exairesis 
or a costal demolition of small entity. 


(b) During the treatment of pneumothorax 
clinically inefficient: [Elastic anterolateral thora- 
coplasty, in one of the types that best suits the 
pulmonary lesions and followed by progressive 
detension and lavage till the total obliteration of 
the empyematic cavity. 


(c) During the efficient pneumothorax: Pneu- 
mothoracentesis and lavage. If the empyema rebels 
and maintains a toxeemic state in the organism, 
detension till the residual pulmonary lesions are 
made evident, hence the treatment as in cases (b) 
with inefficient partial pneumothorax. 
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(d) In the empyemas with simultaneous bilateral 
pneumothorax, there is a choice of the means of 
treatment according to the clinical variety, consider- 
ing the possibility of a benign course, the value of 
the pneumothorax and the modifications undergone 
as a result of the empyemas. 


C. In the incapsulated empyemas as a result 
of abandoned collapse-therapy: In the beginning 
pneumothoracentesis and lavage; after the pneumo- 
thorax is reformed, the treatment consists in pro- 
gressive detension and lavage, completed by 
anterolateral thoracoplasty with one of the types 
that best suits the case if there remains active 
pulmonary lesions. 


Il. Simple Infected Empyemas: 


A. With Transitory Infection: In the beginn- 
ing pneumothoracentesis and lavage, continuing 
the treatment as far the empyemas that come from 
transformation of other groups. 


B. With Permanen: Infection: | Pneumothora- 
centesis and lavage with high positive pressures 
until it is certain that the lesions do not exist or 
their eventual cicatrization of the pulmonary per- 
forations; followed by progressive detension and 
completed, if necessary by thoracoplasty for the 
remaining pulmonary lesions. 


Ill. Associated Septic Empyemas: 


A. Closed; (a) acute evolution: In the begin- 
ning frequent, even daily, pneumothoracentesis and 
lavages and followed by progressive detension and 
lavage, eventually completed by elastic antero- 
lateral thoracoplasty for the remaining pulmonary 
lesions. In the cases which rebel or that are of 
extreme graveness and urgency, the progressive 
detension is substituted by closed suction drainage. 


(b) Closed with chronic evolution: Progressive 
detension and eventually anterolateral thoraco- 
plasty for the pulmonary lesions. If the detension is 
lasty for the pulmonary lesions. If the detension is 
unsuccessful, the obliteration of the cavity is com- 
pleted by radical surgical treatment, 


B..Open: (a) with iseeitiil fistula; if possible 
fistula should be transformed into a closed suction 
drainage or the fistula should be closed surgically, 
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commencing afterwards progressive detension and 
lavage. If this fails, radical surgical treatment 


should be done. 


(b) With pulmonary fistula: One must try to 
transform the empyema into a closed one by forced 
aspiration or continual aspiration (Ventosazione 
forzata) and subsequent treatment that suits the 
case. If such methods fail, radical surgical treat- 
ment, preferably combined intra and extra pleural, 
taking into considerations the eventual residual 
pulmonary lesions. 


TECHNIQUE OF APPLYING CLOSED SUCTION 
DRAINAGE BY RiB RESECTION 


A rib (2 cm.) is resected under local anaesthesia; 
an incision is made in the posterior layer of the 
periosteum and pleura and the Manicol or Petzer 
cather is inserted at the most dependent portion of 
the empyema cavity. The muscles and the skin 
are closed moderately tightly about the tube. This 
tube is made airtight by applying adhesive plaster. 
Through this tube you can also do progressive 
detension and lavage. By the granulation tissue 
around the tube a perfect air tight system can be 
obtained. This tube should be removed when the 
patient is afebrile and film shows a satisfactory 
expansion of the lung and the admission of atmos- 
pheric pressure to the pleural space does not cause 
the lung to pull away from the chest wall. 


Cases 


I. L. P.—House maid, aged 20 years. Admitted into the 
Carlo Forlanini Institute with the diagnosis of tuberculosis, 
diffused infiltration of the right superior lobe with a cirrhotic 
tendency. 


Menstruation at the age of 11, regular. In 1919 suffered 
from influenza. Actual onset of the disease in August, 1934 
with cough, pain at the right shoulder and asthenia. Sputum 
Koch positive. Therapeutic pneumothorax. Pneumothorax 
insufficient on account of adhesions. In April, 1935, Jacobius 
operation. After a month she developed fluid in the pleural 
cavity first serous and afterwards purulent: Despite frequent 
pneumothoracenteses and lavages the empyema became worse. 
Pneumothoracenteses and lavages with positive pressures con- 
tinued for two months. Though there were signs of disappear- 
ance of active pulmonary lesions clinically, radiologically 
and by laboratory examinations, the condition of empyema 
was not improving. Treatment with progressive detension and 
lavage was commenced. At first negative pressure was kept 
—10 —25, afterwards it was kept at —30 —40 for the rest of 
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Fig. 4. B. Fig. 4. C. 


Fig. 3. A, (Case no I) Developed empyema after Jacobeus operation. Fig. 3. B. (Case no I) During the treatment of 
Progressive Detension and Lavage. Fig. 3. C. (Case noI) After the treatment of P. D. and Lavage. Lung is com- 
pletely reexpanded. Empyematic cavity is obliterated. Fig. 4. A. (Case no 12) Pyo-pneumothorax before the treat- 
ment. Fig. 4. B. (Case no 12) After Anterolateral thoracoplasty (Sup. type) and during the treatment of Progressive 
Detension and Lavage. Fig. 4. C. (Case no 12) At the end of treatment. Pulmonary lesions are clinically cured. 


Empyematic cavity is completely obliterated. 
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the period. Within 25 days of the treatment the liquid became 
seropurulent. In January, almost complete expansion of the 
lung with a small quantity of serous fluid. A Roentgenogram 
of February, 1936 (about three months after the treatment) 
shows that the lung is completely expanded and there are no 
visible alterations in the parenchyma. As she developed a 
contralateral lesion A. P. was commenced on the left side. 


II. B. M.—Unmarried house girl, aged 24 years. In 
childhood—exanthems. At the age of 14 cough, pain in the 
right shoulder, loss of weight. Took climatic cure. In 
October, 1932, therapeutic pneumothorax. In September, 1933, 
fluid developed in the pleural cavity which became purulent 
with persistent cough and high temperature. Admitted in 
Carlo Forlanini Institute on January 3, 1936 with the diagnosis 
of fibro-ulcerous pulmonary tuberculosis of the right superior 
lobe; pyopneumothorax with pleuro-pulmonary fistula; small 
parietal abscess. 


Treatment was commenced with pneumothoracentesis and 
lavage with Dakin solution. (At first about 700 c.c. of thick 
greenish pus without odour) Pleuro-pulmonary fistula was 
diagnosed. Afterwards lavage was done with physiological 
salt solution and with forced detension of Redaelli fistula was 
closed. Gradually negative pressure was reached till —80 —100. 
She only complained of a sense of streiching on the hemithorax 
especially over the scapula. The general conditions were 
improved considerably. For the cavernous lesions of the 
superior lobe, phrenic exairesis and Monaldi’s anterolateral 
thoracoplasty (Sup. type) was done on March 27, 1936. Post 
operative course uneventful. Rapid improvement in general 
and local conditions. In April, the empyema took a serious 
turn and therefore closed drainage with Morelli’s apparatus. 
After 2 weeks condition improved. When the pressure reached 
—70 —80, the fluid assumed haemorrhagic character. At this 
point the lung began to reexpand. At present the empyematic 
cavity is almost completely obliterated, the liquid is of small 
quantity serous and clear. 


III. R. R,—Unmarried house girl, aged 22 years. In 
1930 there was an unexpected and abundant haemoptysis. 
Since this time and at intervals varying from 2-6 months she 
had more or less intense repeated haemoptysis. For the last 
five months foetid expectoration. Admitted in this Institute 
in December, 1935 as she had new abundant haemoptysis. 
General condition good. No temperature. Smail quantity of 
expectoration. T. B. negative also by biological and cultural 
methods. Very few inconstant inspiratory crepitations over 
the right paravertebral region and at the base. Roentgeno- 
gram did not show any kind of alteration. The broncho- 
graphic examination showed the presence of pyriform image 
at the base of the right lung. Diagnosis of small fetid 
bronchiectasis of the right inferior lobe. In April, 1936, she 
had suddenly high fever preceded by intense shivering. On 
the next day pyopneumothorax was diagnosed on the right 
side. 


Successive observations demonstrated the presence of 
pleuro-pulmonary fistula. Because of the character of exudate 


which was thick and putrid, resection of the rib was done and 
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a long tube inserted through this opening and an air tight system 
was set up. Frequent lavages were done during 24 hours 
making high negative pressure in the pleural cavity. Thus 
closing of the fistula was obtained and the condition of the 
empyema much improved. The patient is still under treatment. 


IV. D. T.—Married peasant, aged 26 years. At the age 
of 6 she suffered from evening rise of temperature with cough. 
At the end of 20 lost weight, asthenia and nightsweating. In 
December, 1934, haemoptysis. Admitted in the Rieti hospital 
for exudative pleurisy on the left side. Cured by pneumo- 
thoracentesis. After 7 months relapse and this time purulent 
and afterwards developed two parietal fistulas. Admitted in 
the Carlo Forlanini Institute on February 3, 1936 with the 
diagnosis of ‘‘Associated tuberculous empyema with ulcerative 
lesions of the left superior lobe., parietal fistulas.”” Sputum 
Koch + , thoracentesis and lavage with clorosol was commenced, 
the liquid came out of the fistula. Taste of clorosol in the 
mouth, and the pressure returned to atmospheric. With 
methylene blue coloured sputum. A forced detension of Redaelli 
was tried. After two unsuccessful attempts, a negative pressure 
in the pleural cavity was obtained and which was maintained. 
The patient felt a sense of pull in the chest wall. In only 
three days time there was general improvement, no fever, 
diminution of cough and expectoration. The continuous 
negative pressure was kept at —80 —100. The empyematic 
cavity diminished in size. With the reexpansion of the lung 
the ulcerative lesions in the parenchyma were put in evidence 
for which she was transferred in the surgical clinic for the 
anterolateral thoracoplasty. The parietal fistulas were closed. 


Vv. D. M.--Domestic female, aged 27 years. At the age 
of 10 bronchitis. The actual onset of disease in 1933 with 
haemoptysis which was often repeated. Admitted in Arezzo 
sanatorium, where A. P. was done. After six months developed 
fluid in the pleural cavity. At first it was seropurulent, after 
three months became purulent. Developed a parietal fistula 
also. Admitted in the Carlo Forlanini Institute on September 
23, 1935 with the diagnosis of Total pyopneumothorax on the 
left side (inefficient). Treatment with pneumothoracentesis 
and lavage was commenced when pleuro-pulmonary fistula was 
discovered. Parietal fistula was turned into closed suction 
drainage by passing a rubber tube through this fistula and 
making it air tight by adhesive plaster. Progressive detension 
with negative pressure —30 —40 and this gradually increased 
to —70. Phrenic exairesis on the left side. The cavity was 
completely obliterated and she was discharged as clinically 
cured. 


VI. C. R.—Bachelor, aged 35 years. In 1932, cold abscess 
over the sternum. Spontaneous pneumothorax which was 
cured. Admitted into the Carlo Forlanini Institute in May, 
1935 with the diagnosis of Bilateral micronodular pulmonary 
tuberculosis, pyopneumothorax (from a probable spontaneous 
pneumothorax) on the left side, parietal fistula. Treatment of 
aspiration and lavage was commenced through the parietal 
fistula. The pus was dense, creamy and greenish. Through 
this parietal fistula a Manicol catheter No. 26 was introduced, 
fixed and made air tight by applying a rubber disc and adhesive 
plaster. By means of a big syringe a gradual apiration and 


184 


lavage was done and the negative pressure of —20 —40 was 
left. Such procedure was repeated on the following days with 
negative pressure of —30 —40. On the 25th October, 1936, 
through this tube (which continued to remain perfectly air 
tight) there was aspirated a few c.c. of haemorrhagic fluid. 
In other successive aspirations the fluid was serous. This 
treatment was continued till the complete reexpansion of the 
lung. On the 20th the tube was removed. After two days 
the parietal fistula was closed. He was discharged as a 
completely cured both of the lesions and of the empyema. 


VII. C. G.—Male, aged 30 years. In 1931, haemoptysis. 
In 1933, therapeutic pneumothorax was done as he had lesions 
in the left superior lobe. In September, developed pleural 
effusion. In October he had haemoptysis and as there were 
pleural adhesions. Jacobius operation was done. Afterwards 
effusion became purulent. Pneumothoracentesis and lavages 
were continued. The pressures were kept —10 —20. For 
persistent ulcerative lesions of the left superior lobe, Monaldi’s 
anterolateral thoracoplasty (Sup. type) and phrenic exairesis 
were done. Afterwards progressive detension and lavage. ‘The 
effusion first became haemorrhagic less dense and gradually 
more limpid and serous. The pressures were kept at —75 —85. 
A notable improvement of the general condition complete 
obliteration of the empyematic cavity and reexpansion of the 
lung. 


VIII. C. S.—Male, aged 24 years. The actual onset of 
the disease in 1934 with asthenia, fever, loss of weight, cough 
and expectoration. Admitted into the Cagliari Sanatorium 
where A. P. was commenced on the right side. In April 
developed effusion which became purulent. and afterwards a 
parietal fistula. Admitted into the Carlo Forlanini Institute 
on November 20, 1935 with the diagnosis of Fibro-caseous 
pulmonary tuberculosis of the right superior lobe, pyopneumo 
thorax (Inefficient). 


Treatment with pneumothoracentesis and lavage with 
atmospheric pressures was commenced but without any 
improvements and for this reason progressive detension and 
lavage was done leaving the pressures to —50 —80. An im- 
mediate improvement in general condition. Parietal fistula 
closed. For the pulmonary lesions Monaldi’s anterolateral 
thoracoplasty (Superior type) and phrenic exairesis was done 
on the 16th January, 1936. The treatment with pneumothora. 
centesis and lavage was continued with atmospheric pressures 
to give an opportunity for the pulmonary lesions to heal. 
Afterwards progressive detension and lavage, bringing the 
pressures —90 —120 without any kind of complication or in- 
convenience to the patient. Expectoration negative. Increased 
in weight. The pulmonary lesions are cured and the empyema- 
tic cavity is healed up. 


IX. I. G.—Domestic widow, aged 32 years. Typhoid at 
the age of 20. Onset in April, 1935 with loss of weight, pain 
at the right shoulder, fever. Admitted into this Institute with the 
diagnosis of tuberculosis. Ulcerative precox infiltration in the 
right superior lobe, pyopneumothorax. Koch positive. Thera- 
putic pneumothorax was commenced. After some time she 
developed effusion which was at first serous and then turned 
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into pus. As the pneumothorax was inefficient she underwent 
the operation of Monaldi’s anterolateral thoracoplasty (Sup. 
type), on December 8, 1935. After some time progressive 
detension and lavage. The condition began to improve but 
in February, 1936 the patient had high fever, serious general 
condition and the fluid again became very purulent. As there 
was associated infection and the condition was not improving, 
so on May 8, 1936, resection of the rib was done. Through 
this thoracotomy a tube was introduced which was made air 
tight. With this air tight system progressive detension and 
lavages were continued. The general condition improved. 
The pulmonary lesions healed up. The lung is reexpanded 
and the empyematic cavity is obliterated. 


X. P. M.—Unmarried female, aged 34 years. At the 
age of 28 membranous colitis. In 1931 had haemoptysis in 
coincidence with the onset of menstruation. Was examined 
and pulmonary lesions were found. In 1934 again haemoptysis. 
In 1935 she had abundant haemoptysis with a temperature of 
39°C and so in the month of May she was transferred to this 
Institute. A. P. was commenced on the 3rd July. In Septem- 
ber she developed fluid which became purulent. Repeated 
pneumothoracentesis and lavages but no improvement. For 
this reason progressive detension was started. As no improve- 
ment with this treatment so on the 3rd October, 1935 closed 
suction drainage was applied by rib resection and introducing 
a catheter. Through this catheter progressive detension and 
lavage was started. The effusion became haemorrhagic with 
—50 —70. These were gradually increased to —80 —100 on 
account of particular resistence of the lung to expansion. At 
present the lung is completely reexpanded, the empyematic 
cavity is obliterated. 


XI. S. M.—Labourer, aged 31 years, November 1, 1934 
haemoptysis. In 1935 therapeutic pneumothorax. In April 
developed pleural effusion which was cured by pneumothora- 
centeses. On October 25, 1935 admitted into this Institute with 
the diagnosis of Pyopneumothorax on the left side, fibro- 
ulcerous lesions of the left upper lobe, inefficient pneumothorax. 
The treatment of the empyema was initiated with progres- 
sive detension and lavage at first with negative pressure of 
—15 and then gradually increasing to put in evidence the 
pulmonary lesions. In November, for the pulmonary lesions, 
Monaldi’s anterolateral thoracoplasty (Sup. type) was done on 
the left side. Post operative course was normal. A _ notable 
improvement in the quality of the sputum and general condi- 
tion. The treatment of progressive detension and lavage was 
started and it succeeded in obliteration of the pleural cavity, 
and in bringing about a clinical cure of the pulmonary lesions. 


XII. G. A.—Domestic unmarried, aged 25 years. In 1933 
haemoptysis. The actual onset of the disease was in August, 
1934 when it was found that there was a pulmonary lesion in 
the right lung. A. P. was done for several months. Admitted 
on 25th July into this Institute with a diagnosis of simple 
empyema as a result of partial pneumothorax clinically ineffi- 
cient and the persistence of cavernous lesions in the superior 
part. Sputum positive. Pneumothoracentesis and lavages were 
started. After a few days Monaldi’s anterola’eral thoracoplasty 
(Sup. type) was done. Post operative course was normal. 
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The general condition was improved. Temperature became 
normal. No cough. Pneumotharacentesis and lavage was 
continued, there was a reduction in the pleural cavity and 
more clear fluid. In January, 1936 progressive detension and 
lavage was started with negative pressure of —-30 and gradually 
increasing to —40. Since April the sputum is negative. In 
May, the condition of the empyema became worse and for this 
reason closed suction drainage was applied. The negative 
pressure reached were —90 —100. At present the empyematic 
cavity is completely obliterated and pulmonary lesions are 
clinically cured. 


XIII. F. 1.—Bachelor, aged 20 years. Actual onset of the 
disease began at the age of 18 with asthenia, cough, expectora- 
tion. On examination specific pulmonary lesions were diagnos- 
ed. Therapeutic A. P. was done. After some months deve- 
loped pleural effusion. Admitted into this Institute on 3rd 
August, 1935 with a diagnosis of subtotal pyopneumothorax 
on the right and with the persistence of cavernous lesions in 
the superior lobe. Sputum Koch positive. On October 4, 
1935, for the lesions, Monaldi’s anterolateral thoracoplasty 
(Sup. type) and phrenic exairesis were done. Afterwards 
progressive detension and lavage was started. The negative 
pressures were gradually increased to —20, then —40, then 
—50, —70. Sputum became negative. The empyematic cavity 
is obliterated, the lesions are clinically cured. 


This report is based on a series of 13 cases, 
8 females and 5 males, of ages ranging from 20 to 
35 years which were observed and studied at the 
Carlo Forlanini Institute. All the patients deve- 
loped empyemas during the course of treatment of 
artificial pneumothorax, except one No. 3, who is 
nontuberculous. This was included because she 
was treated in the same manner and reaction to the 
treatment was similar to that of the other cases. 
These 13 cases were especially studied out of about 
450 cases during 3 years as these were mostly toxic 
and complicated. Sputum was positive in all the 
12 cases. On admission three patients (No. 4, 5, 6) 
had both parietal and pulmonary fistulas, two (No. 
2, 3) had pulmonary and one (No. 8) had parietal 
fistulas. Out of 13 cases 6 had associated septic 
empyemas; one associated but nontuberculous, and 
6 had simple acute tuberculous empyemas. 8 cases 
were treated with combined treatment of Monaldi’s 
anterolateral thoracoplasty for the lesions and pro- 
gressive detension and lavage for the empyemas. 
Out of these 3 cases had resection of the ribs and 
closed drainage through the tube by air tight 
system. In case No. | simple pregressive detension 
and lavage was done and in other two closed suc- 
tion drainage was done through the cather (rib 
resection) and in one the permanent drainage was 
applied by Morelli’s apparatus. 
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The pulmonary fistulas of No. 2, 4, and 6 were 
closed with forced detension of Redaelli (Ventosa- 
zione forzata) but in cases No. 3 and 5 it was un- 
successful. In cases No. 5 and 6 the parietal 
fistulas were transformed into closed suction 
drainage. 


RESULTS 


Of these 13 cases observed, 9 are cured (69:2%,): 
Il are cured of pulmonary lesions 91:2%); 3 
improved, and one stationary. Of these 9 cured 
patients one is under treatment with artificial pneu- 
mothorax for a newly developed lesion on the 
opposite side but the empyema has entirely cleared 
up and the lung reexpanded. Of the patients who 
recovered are included two patients who had 
parietal pulmonary fistulas, one parietal fistula and 
one pulmonary fistula. 


DiscUSSION 


Considering the facts that only patients with 
prolonged symptoms of toxaemia, having active 
pulmonary lesions and complicated with fistulas 
included in the group which were observed, the 
results obtained are rather gratifying. The statistics 
of Monaldi of 210 cases reported in the Vth Italian 
National Congress against tuberculosis held in Rome, 
are rather far superior than reported by the 
other authors. 


STATISTICS 


(1) Jonsson—Mortality for women 69%,, for men 
48:7%,, total 563%. (2) Sauerbruch—Prognosis bad. 
(3) Hanke—mortality of 70%. (4) Holmgren—morta- 
lity of 50%. (5) Peters—mortality of 40%. (6) Jones 
and Alexander—543% cured; 85%, improved; 
43% worse; and 329%, dead. (7) Smart—328% 
cured; 148%, clinically well; 9% improved; 10°4% 
stationary, 5°3% worse, 27:7%, dead. (8) Rosen- 
blatt—21 cases, || (52%) cured, 10 (48%) dead. 
(9) Hayes—32 cases, 13 cured, mortality 562%. 
(10) Archibald—1I9 cases, 5 cured. (I!) Berry—75 
cases, 15 cured. (12) Hedblom—59 cases, 644%, 
cured, (13) Committee on Tuberculous empyema of 
A.S.S, 134 cases, 49% cured; 21% clinically well. 
(14) Burrell—1l28 cases, 47 dead, 367% mortality. 
(15) Saugman—mortality 578%. (16) Kiselev—21 
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cases, 6 cured, 5 improved. (17) Ignatovskaja—12 
cases, 5 cured. (18) Mainini—l| cases, 7 cured. 
(19) Rose—9 cases, 2 cured, | stationary and 6 dead. 


(20) Monaldi—The results of the different treat- 
ment of the parapneumothoracic empyemas in 22] 
cases treated in Carlo Forlanini Institute : — 


A. Simple Empyemas 
I. Abandoned (38 cases) 
Pneumothoracentesis and (85 
Ill. Progressive Detension and Lavage (7 cases) 
IV. Combined anterolateral thoracoplasty and 


P.D. and Lavage (30 cases) 


B. Associated Empyemas 
V. Oleothorax (5 cases) 
VI Open Drainage (12 cases) 
VII Radical Surgery for open empyemas 
(12 cases) 
VIII. Closed Suction (14. cases) 


Considered from a purely statistical point of 
view, these figures certainly constitute a strong 
argument in favour of pneumothoracentesis and 
lavage treatment and failing this a‘ combined treat- 
ment of anterolateral thoracoplasty for the lesions 


and progressive detension and lavage for the 


empyemas. 


As a ccnclusion of the observations that have 
been performed it can be affirmed that pneumo- 
thoracentesis with lavage of the pleura, according 
to the direction of E. Morelli and perferably with 
the apparatus of the same author, constitute the 
fundamental therapy of the parapneumothoracic 
empyemas in the majority of cases so long as no 
complication set in and so long as the lung at the 
end of the treatment retains its capacity to reoccupy 
the pleural cavity. This therapy, however, must be 
completed, for ali the cases of inefficient pneumo- 
thorax and for the cases that rebel to medical treat- 
ment, with those surgical operations that assure the 
best results with limited costal demolition for the 
lesions, whereas for the empyemas (the healing of 
which is checked by the persistence of the pleural 
cavity) it is necessary before trying surgical opera- 
tions of great demolity nature, to attempt the pro- 
gressive detension and lavage eventually associated 
with this the paralysis of the diaphragm. 
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In the treatment of associated parapneumo- 
thoracic empyemas, we have arrived at the following 
conclusion : —- 


In the close associated empyemas, including 
also the group of empyemas constantly infected, the 


CURED STATION- DEAD COMPLICATED 
EMPYEMA LESIONS  ARY 
13-15%  2369%, 


52°63%  10°52%  23°70%, 


64-71%, 4469%, 16-47%, 588% 12-94%, 
85:69%, x 14-31% x x 
89:28%, 73-33%,  10°72%, x x 
x x 60% x 40%, 
833%, x 75-01%, 16:66% x 
33%, x 42% 25% x 
35-71% x 57-15% 14% x 


pleural cavity, as long as there do not intervene 
hypertoxic and functional conditions of extreme 
graveness and urgency, must not be opened, In the 
beginning the treatment consists of daily pneumo- 
thoracentesis and lavage followed by progressive 
detension and lavage, the latter is to be conducted 
according to the cases until the complete reexpan- 
sion of the lung or it is to be interrupted in order 
to do an anterolateral thoracoplasty, one of the type 
best suited to the case, in order to threat the remain- 
ing parenchymatous lesions, and finally eliminating 
the empyematic cavity. 


It has been observed that closely repeated 
pneumothoracenteses and lavages dominate almost 
constantly the hypertoxic phenomena while the local 
condition is greatly benefited by a later procedure 
of progressive detension and lavage. With regard 
to the pulmonary lesions it must be reaffirmed that 
we prefer to intervene surgically only for these 
lesions instead of intervening for the empyema 


There exist cases, which however are excep- 
tional in which one is forced to open the pleural 
cavity to assure a continual and complete drainage 
of pus. These cases are especially those of asso- 
ciated septic empyemas. For these latter cases a 


\ 
Rie 
| 
t 
c 
n 
: fi 
a 
le 
r 
an 


VOL. VI, NO. 4 
JANUARY, 1937 


drainage and preferably closed one is to be resorted 
to, and for which the Morelli’s system or rib resec- 
tion system serves the purpose very well, and with 
which one can do progressive detension, completed 
at the proper time if necessary with an operation 
for the pulmonary lesions and to el’minate eventual- 
ly the remaining pleural cavity. 


Extremely more difficult are the cases of asso- 
ciated opén empyemas; for these cases only the 
general aims are given while each case must be 
studied individually in its complex aspect; it is 
complex because of the various factors inherent to 
the state of the pulmonary lesions, to the size of the 
empyematic cavity, to the localisation of the fistulas, 
to the value of the latter as a drainage and to the 
general organic and functional conditions. 


When you are dealing with a spontaneous 
fistula or one subsequent to the drainage situated in 
the wall, if it is sufficient to evacuate the pus, it 
can be respected and through it one can eventually 
practise a closed suction drainage. If however 
because of its localisation it is not sufficient as a 
drainage, a second one must be made at a lower 
level; the upper one will close itself spontaneously 
or it can be closed surgically. The application of 
closed suction drainage in recent cases can eliminate 
the empyematic cavity by reexpansion of the lung; 
in other cases it will determine the retraction of the 
lung because of the depression of the wall and 
because of the rising of the diaphragm which must 
be paralysed, because of the partial expansion of 
the lung or eventually because of the homolateral 
displacement of the mediastinum. At this time the 
elimination of the pleural cavity is to be completed 
by a partial costal demolition which may be extra- 
pleuric or combined, suiting to the type of the 
operation to the remaining lesions of the lung. 


In suitable cases the parietal fistula can be 
transformed into a closed drainage and through it 
one can do the progressive detension and lavage. 
The cases of empyemas with small pleural pulmo- 
nary fistulas are numerous. If there exists a recent 
fistula in a lung not completely retracted because of 
adhesions, one can do the Jacobius operation after 
localising the fistula and can thus obtain a great 
retraction of that part of the lung. 


In the cases of small perforations that are not 
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dominable by hypertensive pneumothorax, the 
forced aspiration according to Redaelli (Ventosazione 
forzata) or continued aspiration is to be attempted. 


If the preceding treatment is not possible or give 
unsuccessful results, then the demolitive operations 
are to be considered. It does not seem logical that 
a physican fix his aims for the choice of the various 
surgical methods since this choice is undoubtedly 
dependent upon personal element. However we 
can say that if the cure could be reached by a single 
method, it should have the preference even if it is 
the most mutilating. On the other hand the pro- 
bability of the cure is always limited in these cases 
and for this fact it seems logical to adopt this or 
those methods that least harm the physical and 
functional conditions of the individual in the ulterior 
course even when a cure \ not reached. When 
there is a necessity of radical surgical operation 
combined operation of Wilms and Schede or modi- 
fication of Ascoli should be preferred. 


CONCLUSIONS 


I. The pneumothoracentesis and lavage accord- 
ing to the direction of E. Morelli and perferably 
with the apparatus of the same author, constitute 
the fundamental therapy in the majority of cases 
of parapneumotharacic empyemas so long as ‘no 
complication sets in and so long as the lung, at the 
end of the treatment, retains its capacity to reoccupy, 
after the elimination of the pneumothorax, the 
pleural cavity. 


Il. The application of continuous negative 
pressure (progressive detension and lavage) is an 
effective means of expanding the lung. The 
differential pressure required to expand the lung is 
dependent chiefly upon the resistence offered by 
the thickened visceral pleura. Pressure of —10 to 
—50 c.c. of water continued for several days, usually 
sufice in acute empyemas. 


III. While the treatment with progressive deten- 
sion and lavage was necessarily limited a few years 
ago, at present it can be performed on a large 
scale. In fact it must be kept in mind that very 
often the lungs, which had been treated with a 
pneumothorax on account of tubercular lesions, re- 
expand. With the reexpansion of the lung very 
frequently the lesions that are becoming resolved 
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or are just recently being resolved become active 
again and hence while one would act with benefit 
such a worry is no longer justified because in these 
cases for the treatment of pulmonary lesions one 
resorts to the elastic anterolateral thoracoplasty of 
Monaldi and for the empyemas progressive deten- 
sion and lavage. To-day the operation is well 
known on the continent. Monaldi himself has 
already statistics of more than 80 cases of empyemas 
treated with the combined treatment of partial 
anterolateral thoracoplasty for the parenchymatous 
lesions and progressive detension and lavage for 
the empyemas. The results are brilliant and superior 
to those of any other better statistics. 


IV. Closed suction drainage may be applied in 
the cases of acute empyemas of the toxic pheno- 
mena and which require in the beginning a rapid 
evacuation of the pus by means of simple pleuro- 
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tomy or thoracotomy. This may be employed 
either by intercostal cather method or by rib resec- 
tion and introducing a manicol or petzer cather. 
Rib resection combined with progressive detension 
and lavage was advocated by Perthes as early as 
1898. This method has been applied more recently 
by Monaldi, Foster, Muller, Panton and Douglas 
with excellent results. 


The author wishes to express his great apprecia- 
tion and indebtedness to Honorable Prof. E. Morelli, 
Director and Prof. V. Monaldi, Primario of the 
Carlo Forlanini Institute for permission to have 
observed and studied this material and to thank Dr. 
P. Guglielmetti of this Institute for his help in the 
preparation of this paper. 


—(A summary of the thesis submitted to the Faculty of 
Medicine of the University of Rome in partial fulfilment of 
the requirements of the M.D. degree). 


REFERENCES 


1. ALEXANDER JOHN: Air Tight Intercostal Drainage of 
Acute Empyema, J. A. M. A. 92: 1929. 

2. Berry FRANK B.: Tuberculous Pyopneumothorax with 
pyogenic Infection, J. Thoracic Surgery, 2: 139, 
1932. 

3. BoonsHart Louis: Calcium Chloride in the preven- 
tion of pleural effusions in A. P. Am. Rev. Tuberc. 
21: 640, 1930. 

4. Braver L. anp SpENGLER Lucius: Erfahrungen and 
Uberlegungen zur Lungen Kollapstherapie, Beitr. Z. 
Klin. d. Tuberk. 14: 419, 1909. 

5. Browne D.: Treatment of Empyema in Children, 
Lancet, 4 October, 1930. 

6. Buttock E. S. anp TwitcHett D. C.: Exudates in 
Artificial Pneumothorax, Am. J. M. Sc. 149: 848, 
1915. 

7. BurretL L. S. T.: Pleural effusions complicating 
pneumothorax: Brit. M. J. 3417: 8, 1926. 

8. Burrett L. S. T.: The causes and treatment of 
pleural effusions and empyema: Brit. J. Tuberc. 27: 
122-125, July, 1933. 

9. Burret L. S. T.: 
June 15, 1929. 

10. Burret L. S. T.: 
1: 619, 1931. 

11. CHanpLER G.: ‘Treatment of pleural effusion, 
Tubercle 11: 255, 1930. 

12. Cartson H. A.: Acute Empyema Thoracis, J. 
Thoracic Surg. 4: 392, 1936. - 

13. Committee Report on treatment of Tuberculous 
Empyema. Am. Rev. Tuberc. December, 1931. 


Treatment of Empyema, Lancet 


Pleurisy with effusion. Brit. M. J. 


14. Curtt E.: Empyema following A. P.: Riv. di. Pat. 
e. Clin. d. Tuberc. 3: 500, 1929. 

15. Danna JoserpH H.: ‘The Treatment of Empyema by 
Aspiration and air replacement without drainage : 
J. A. M. A. 96: 1453, 1931. 

16. Davies H. M.: Purulent effusion with A. P. Am. 
Rev. Tuberc. page 262, 1931. 

17. DumMarEst: Pleural Lavage in Pleurisy from A. P.: 
Rev. Tuberc. 12: 167, 1931. 

18. Epwarps A. T.: Empyema Thoracis: A method of 
maintaining Negative pressure drainage. Lancet 2: 
1126, 1931. 

19. Forp A. P.: Pleural effusion in A. P. Treatment: 
Tubercle, 13: 292, 1932. 

20. FritscHe R.: Therapy of pleural Empyema: Munch. 
med. Wchnsch, 76: 579, 1929. 

21. GAERAERD: Prophilaxix et traitment des epanche- 
ments pleuretique complicant le pneumothorax 
artificial. Rev. de la Tuberc. 7: 436, 1926. 

22. GUGLIELIELMETTI P.: Sul trattamento dell’empiema 
parapneumotoracico conil di detensione progressiva 
e lavaggio: Lotta con. la Tuberc Ago. 1936. 

23. HARRER O. F.: Uber Ergusse beim Kunstlichen 
Pneumothorax: Beit. z. Klin. d. Tuberk. 81: ‘159, 
1932. 

24. Hart D.: Empyema acute and chronic and Tuber- 
culous: J. A. M. A. November 30, 1929. 

25. Hart D.: Treatment of Ch. Empyema by tidal 
irrigation suction and thoracoplasty: J. Thoracic 
Surg. 2: 157, 1932. 

26. Hepstom C. A.: Treatment of Empyema: J. A. 
M. A. 97: 1943, 1931. 


2 
¥ 
& 
Ty 
: 


of 
of 


VOL. VI, NO. 4 
JANUARY, 1937 


27. 


28. 


. HUBERT AND CHIESMAN: 
. IsELIN H.: 


. JOANNIDES M.: 


. Jones JOHN C. AND ALEXANDER JOHN C.: 


. JONSSON E.: 


. Ltoyp M. S.: 


. FORLANINI C. : 
. MONALDI V.: 


. MONALDI V.: 


. Moretti E. : 
. E.: 


. Moretti E. 


. Munro N. M.: 


. NatBant J. P.: 


. NIELSEN L: 


. PertHes G. AND HaussEcKEerR E.: 


. Peters, ANDREW AND WOOLLY, J. STANLEY: 


. PETREN : 


Hepstom C. A.: Surgical treatment of Empyema: 

J. Thoracic Surg. 2: 115, 1932. . 

Hever G. J.: Acute Empyema: J. Thoracic Surg. 

1: 461, 1932. 

Treatment of empyema by 
replacement with air, Tubercle 257: 3, 1928. 

Zur Methodik der pleuraempyem Behand 
lung, Beitr. Z. Klin. Chir. 102: 587, 1916. 

The behaviour of pleural effusions in 
Hydropneumothorax. Am. Rev. Tuberc. 29: 329, 
1934. 

Results in 
70 consecutive cases of Tuberculous empyema. Am. 
Rev. Tuberc. February, 1934. 

Empyema during pneumothorax treat- 
ment. Acta Tuberc. Scand. 1934, Vol. VIII. page 
191. 

A new application of the principle of 
irrigation in the treatment of empyemas 
J. Thoracic Surg. 3: 538, 1934. 
Contributo alla terapia dell’empiema 
Il Policlinic no 10-11-12. 1. 1890. 

La cura dell’empiema parapneumotora 
cico. 5 Congr. Nazion. di. Tuberc. November, 1935 
Indicazione cliniche dell toracoplastica 
clinica Tuberc. 


_ suction 
thoracis. 


pleurico : 


anterolaterale, Rivista di patol. e. 
May, 1936. 

La cura dell’empiema pleurico in corso 
di pnt. terapeutico. XIX Congrsso Med. Ott., 1923 
Sulla cura dell’empiema. Soc. Med. 
Chir, di. Pavia, 1919. 

AND PERIN: Malattie dell apparato 
respiratorio: Trattato Italiano di Medicine Interna, 
1931. 

Oleothorax with observation in 20 
Brit. M. J. March, 1932. 

The treatment of pleural effusions 
Am. 


cases. 


complicating artificial pneumothorax therapy. 
Rev. Tuberc. 25: 650, 1932. 
Therapia pleural Empyema: 
med. Wchsch. 76: 579, 1929. 


Munch 


Erfahrung bei dir 
Nachbehandiung der Empyema Operation mit Aspi- 
ration. Munch. med. Wchsch 71: 1263, 1924 

Pleural 
complicating A. PP. their incidence. 
Am. Rev. Tuberc. 6: 


effusions 
character and significance. 
659, 1922-1923. 

Pneumothorax simple and 


Schr. 


pleurisy and 


effective method of preventing it. Zt. 
Tuberk. 73: 31-34, 1935 


TREATMENT OF EMPYEMAS OCCURRING DURING A. P. 


47. 


48 


. ROsser G. : 


. Rusin E. H.: 


. E.: 


189 


PINNER M. AND MoerKE G.: Pleural Effusions: Am 
Rev. Tuberc. 22: 121, 1920 

. Pisant V. V. AND SMEJKAL F. J.: The prevention of 
pleural effusion with calcium gluconate. Tubercle 
15: 216, 1934. 

- ROSENBLETT J.: The treatment of Tuberculous 
Empyema: J. Thoracic Surg. 4: 422. 1935 

La pleurisie siero-fibraneuse complication 

du pneumothorax Artificial Abst.-Centralbt. f. d. ges. 

Tuberk Foresch 17: 600, 1922. 

Pneumothorax treatment of Pulmo- 

nary tuberculosis Am. J. M. Sc. 187: 331, 1934. 

Sulla cura della complicazioni pleuri- 

che in corso di pneumotoraci—Lotta contro la 

Tuberc, Genn., 1934. 


53. SauRBRUCH F.: Surgical treatment of pleural empyema. 


54. Sisti 


57. W.: 


61. 


62. 


63. WARNECKE : 


64. P.; 


. SMart E. P.: 


. Storz H.: 


. Tose F. anp Lowys P.: 


. R. R.: 


. WANGENSTEEN O. H.: 


. YOUNG: 


Chirurg. 1: 560, 29. 

M. A.: Tipo di guarigione degli empiemi 
parapneumotoracici a seconda dei trattamenti subiti : 
II Giornale Tisiologia: August 7, 1936. 


. Sistt M. A.: Alcune caratteristiche della guarigione 


degli empiemi parapneumotoracici a seconda dei 

trattamenti applicati. Cong V. Naz. Lotta contro la 

Tuberc Roma, November, 1935. 

Empyema in Pulmonary Tuberculosis : 

4: 412, 1935. 

The aetiology of Serous Effusion in 

Artificial Pneumothorax. Tuberc, 11: 253, 1930. 

Surgical treatment of pleural exudate 

caused by mixed infection after A. P.: Beit. z. 

Klin, d, Tuberc. 75: 734, 1930. 

Conservative treatment of 

effusion in A. P. Rev. de la Tuberc. 11: 1120, 1930. 

Artificial Pneumothorax. An after 
History of 113 cases. Brit M. J. 3827: 373, 1934. 

Trait R. R.: The effect of fluid complicating A. P. 
Brit. M. J. 3813: 183, 1934. 

UNVERRICHT AND DosQuet: Methode zur Vermeidung 
von pneumothorax exudaten. Deutsche med. 
Wochsch. 59: 451, 1933. 

Ist das pneumothorax exsudat vermeid. 

bar? Beit. z. Klin. d. Tuberk. 96, 24: 

Therapy Empyema. 

Wochsch. 44: 774, 1931. 

Observations on the treatment 

of empyema with special reference to drainage and 

expansion of the lung. J. Thoracic Surg. 4: 399, 

1935. 


Wien. Klin, 


A medical review of the surgery of the 
chest: Lancet, April 6, 1929. 


= 
|_| 
29 
49 
50 
31 
51 
3 
52 
e 33 
e 
34 
ie 
4 
35) 
5S 
37 
56 
at. 39 58 
by 40 
59 
41 
42 = 
|__| 
2: 43 
nt: 44 
ich. 
45 
che- 65 
ema 46 
siva 
shen 
459, 
iber- 
tidal | 
racic 


CIRRHOSIS OF THE LIVER IN NORTHERN CIRCARS (SOUTH INDIA) 


M. V. RADHAKRISHNA RAO, .B., B.S., PH.D. 
From the Department of Pathology, Medical College, Vizagapatam. 


(Continued from December, 1936.) 


PORTAL CIRRHOSIS 


DEFINITION 


A chronic, progressive, diffuse, degenerative 
hepatitis and fibrosis of obscure aetiology, usually 
fatal, commonly seen in the poorer class of people 
in the fourth and fifth decades of life and somewhat 
earlier—in the third and fourth decades in the 
Northern Circars. 


The disease is characterized clinically by ema- 
ciation, secondary anaemia, subicterus, dry skin, 
atrophic liver, enlarged spleen, prominence of 
superficial abdominal veins, ascites and a cholaemic 
termination. Histologically, the parenchyma of the 
liver is divided by a collagenous connective tissue 
net work, into rounded islands of various sizes con- 
taining two or more of the socalled lobules. 


INCIDENCE 


A study of the autopsy records of the King 
George Hospital, an institution which draws patients 
from all parts of Northern Circars, during the 8 
years from 1925 to 1933, shows that the total 
incidence of hepatic fibrosis was 9:3 per cent. of 
total cases (vide Table, appendix 2)—a figure which 
is higher than that given by Rogers (69 per cent.) 
for Bengal and much higher than that given by 
Bhaskara Menon (4:39 per cent.) and Hughes (3°05 
per cent.) for South India and the Punjab respec- 
tively. Judging from the statistics of the incidence 
of cirrhosis of the liver in the European Countries 
(3 per cent.) collected recently by Josselin de Jong 
(1931) for the first international geographical confer- 
ence on cirrhosis of the liver, the disease appears 
to be more frequent in the Northern Circars that in 
Western Countries. But the relative incidence (500 


per cent.) of portal cirrhosis in the present series of 
cases (vide Table, Appendix 2) is in agreement with 
the figures given by Feissinger (1931), Mallory (1931). 
Paul Robert (1931), and others. 


AETIOLOGY 


(i) Age: In a series of 120 consecutive cases 
of portal cirrhosis (including the 64 cases reported 
in Appendix |), it was found that the disease was 
common between the ages of 20 and 50 years, the 
highest incidence being between the ages of 30 
and 40 years in men and 25 and 35 years in women. 
The disease appears to be not uncommon in 
children, as there were at least 10 cases below the 
age of 10 years in this series with unmistakable 
evidence of decompensated portal cirrhosis (Figs. 
9-13). No case of portal cirrhosis was met with 
above the age of 60 years. 


The following is the age incidence of the 120 
cases: 
Below Above 
Age in years — 10 10-15 15-20 20-30 30-40 40-50 50-60 60 
No. of cases -~— 10 3 6 22 43 19 17 nil 
Very little difference was noticed between the 
ages of persons who died of cirrhosis of the liver 
and those in whom the disease was latent, which 
is contrary to the views of Hilton Fagge (1874). 
This finding is in agreement with the observations 


of Rolleston and Fenton (1896). 


The early age incidence of this disease in the 
present series of cases as compared to the age 
period (fifth decade) in which the disease is com- 
monly met with in Europeans (Rolleston and 


McNee, 1929: Hurst, 1929; Hawkins, 1914; Osler 
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and McCrae, 1926; and others) may be related to 
the low expectation of life in the former. 


(ii) Sex: The preponderance of the disease 
in males, reported in earlier studies, was also 
observed in this investigation. But the relative 
proportion of males to females appears to be higher 
(about 5:1) than that given by Rolleston and 
McNee (3:1). 


Out of the 120 cases in this series, 91 were males, 
19 females, 5 male children and 5 female children. 


The incidence of portal cirrhosis in male and 
female juvenile sufferers appeared to be about 
equal. Jones (1907) and Woolley (1906) reported a 


higher incidence in male children. 


In females, the disease usually manifests itself 
at an earlier age (25-35 years) than in men (30-40 
years). 


(iii) Occupation: Judging from the results of 
the present study, no particular predisposition to 
the disease conferred by occupation appears to be 
evident (vide Table V, Appendix I). Since 
the majority of the population in the Northern 
Circars is agrarian, it is difficult to ascribe any 
importance to the fact that nearly 50:0 per cent. of 
the cases were drawn from the agricultural classes. 
Though it is commonly considered that cirrhosis 
of the liver is more frequent in people who are 
brought in contact with alcoholic drinks (Rolleston 
and McNee, 1929; Dickinson, 1873), none of the 
patients in this series were connected with the 
liquor trade. 


The majority of patients came from the poor 
class (906 per cent. and it is very rare to find a 
case of cirrhosis of the liver in the richer classes 
of the population. 


(iv) Heredity: A careful study of the family 
histories of the patients investigated in this study 
produced no evidence to suggest that the disease 
is familial. But in the juvenile cases, most of 
which showed stigmata of congenital syphilis, it 
was not uncommon to obtain a history pointing to 
a similar affection in other members of the same 
family. 


(v) Race and Caste: Most of the patients (9573 
per cent.) affected with the disease were Hindus. 
a finding which is only to be expected in a part of 


CIRRHOSIS OF THE LIVER IN NORTHERN CIRCARS 191 


the country with a majority Hindu population. 
The disease was also seen, though rarely, in 
Mohammedans (4:7 per cent.), but no case was 
met with in this series of 120 cases among Euro- 
peans or Anglo-Indians (vide Table VI, Appendix 1). 


The incidence of the dsiease in the Hindus 
showed no particular prediliction to any of the 
sub-castes in the agricultural classes, amongst 
whom the disease was frequently met with; the 
disease was also seen, though rarely, in ‘brahmins’ 
and ‘banias'—people who belong to the orthodox 
castes. The disease appeared to be very rare 
in those classes of people who, by caste, were as- 
sociated with the manufacture or sale of alcohol, 
arrack, toddy, etc. The high incidence of the 
disease in the ‘kapu’ caste (vide Appendix |, Table 
VI) is due to the fact that the majority of 
the agricultural classes belong to this caste. 


(vi) Geographical Distribution: The disease is 
seen in almost all the districts of the Northern 
Circars and is more prevalent in rural areas than in 
towns. 


PATHOLOGY 


From a careful investigation into the previous 
and personal histories of the patients in this series 
and a study of their habits, diets, etc., (vide Appen- 
dix |, Table VIII), the following aetiological 
factors appear to deserve detailed consideration 
in elucidating the pathogenesis of the disease as 
seen in Northern Circars. 


(i) Chronic Alcoholism: — 

Most of the males, on account of their 
caste restrictions, and all the women and children 
in this series, were teetotallers and never touched 
alcohol in any form. But some of the male 
patients (23-4 per cent.) occasionally indulged 
in toddy or arrack and rarely brandy, on festive 
occasions; but in no case was there a _ history 
of slight and continuous alcoholism without intoxi- 
cation or a history of drinking on an empty stomach 
—factors presumed by Feissinger (1931) to be impor- 
tant in the causation of cirrhosis of the liver. Two 
cases gave a history of excessive drinking of toddy, 
arrack and brandy (vide Appendix |, but in both 
these cases, other cirrhogenic agents, which appear 
to be responsible for cirrhosis of the liver in other 
cases, were also evident. 
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Though the pathological (Rolleston and McNee, 
Aschoff, Moon, Mallory, Gye, Boyd, and others) and 
experimental evidence (Sabourin, Von Kahlden, 
Afanasieff, Strassmann, Scagliosi, Straus and Blocgq, 
and others, quoted by Rolleston and McNee) does 
not favour the theory that alcohol is cirrhogenic. 
yet the common clinical association of chronic 
alcoholism and cirrhosis of the liver (Miller, 
Rowntree, Feissinger, Paul Moller, Roussy, and 
others strongly suggests that the former may play 
a part in the causation of the latter. But from a 
study of the two cases in this series in which there 
was a history of excessive indulgence in alcoholic 
drinks, it appears doubtful whether alcohol has a 
direct action on the liver; probably it only predis- 
poses to the action of other cirrhogenic agents. 


On the whole, alcohol appears to have a very 
insignificant role, if any, in the causation of cirrhosis 
of the liver in the Northern Circars, unlike that seen 
in European countries, where it appears to be the 
dominating cause (Fessinger and Roussy). 


(ii) Infections : — 


Non-specific infections: (a) Focal, Oral sepsis 
and foetor of the breath were common features in 
almost all the patients, in whom the teeth were 
dirty and pyorrhoea alveolaris was present. More- 
over, most of the patients (828 per cent.) were 
constipated and showed evidences of intestinal 
putrefaction. 


It is no doubt difficult to assess the exact signi- 
ficance of these chronic focal infections, especially 
- of the teeth, in the causation of cirrhosis of the liver 
on account of the frequency with which they are 
met with in the same class of apparently healthy 
people. But they deserve consideration, especially 
in view of the conclusion of Jimenez Diaz (1931) 
who, as a result of his investigations, suggested that 
cirrhosis is an allergic sensitization of the liver due 
to a hidden sepsis in the gall-bladder. 


(b) Local. In no instance in which the liver 
‘was examined at autopsy, were micro-organisms 
demonstrated in the organ to suggest any local 
bacterial infection of the liver as the probable cause 
of portal cirrhosis (Mallory, MacMahan, Moon. 
Adami, and others). 
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Specific infections: (a) Syphilis: All the children 
affected with the disease in the present series showed 
clinical evidence (stigmata) of congenital syphilis and 
had positive blood Wassermann reactions. In adults 
a history of exposure to venereal infection, or of anti- 
syphilitic treatment, was often denied (vide Table 
VIII, Appendix |), but. positive blood Wassermann 
reactions were obtained in 755 per cent. of 
cases—a figure which is higher than that (40-48 per 
cent.) given by some of the French authors (Letulle 
and Bergeron; Chauffard and Brodin; Villaret and 
Blum; quoted by Ramachandra Rao) and much 
higher than that (20-30 per cent.) reported by 
Feissinger (1931). It may be pomted out here that 
the result of the Wassermann reaction in these cases 
was neither verified by other serological tests for 
syphilis, nor confirmed in another laboratory for 
want of proper facilities. 


It is no doubt erroneous to judge the incidence 
of syphilis from the results of the Wassermann re- 
actions alone. But the common clinical association 
of syphilis and portal cirrhosis in most of the 
patients in the present series and the beneficial 
results of the anti-syphilitic treatment in some 
cases (vide Appendix |) strongly suggest that 
syphilis is probably an important factor in the 
aetiology of portal cirrhosis, especially in children. 
But its exact role is difficult to assess, especially in 
the absence from the liver of any of the lesions 
characteristic of syphilis (such as diffuse interestitial 
hepatitis, miliary gummata, gummatous hepatitis, 
hepar lobatum, etc.) in any of the cases autopsied. 
How far syphilis predisposes to the action of other 
cirrhogenic agents (Rolleston and McNee) is difficult 
to judge; but considering the well known vascular 
lesions produced by syphilis, it appears highly 
probable that the patchy sclerosis of the portal ven- 
ous tree, found in many of the cases examined post- 
mortem, is one of its manifestations. 


A careful study of all the patients (on the lines 
detailed in Appendix 21) favoured the idea that 
syphilis plays an important, though as yet an in- 
definite, role, in the aetiology of portal cirrhosis of 
the Northern Circars—a finding which is in close 
agreement with that of Rowntree, O'Leary, Greene 
and Rowntree (America), Villarlet and Blum, Letulle 
and Bergeron, and Chauffard and Brodin (France). 
who considered syphilis as one of the important 
causes of portal cirrhosis. 
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(b) Malaria: A history of intermittent ague- 
like attacks of fever, off and on, for varying periods 
before the onset of the disease was obtained in a 
good number of patients (469 per cent.) in this 
series. On account of the high incidence of malaria 
in this district, especially in the rural areas, it is 
probable that the intermittent ague-like attacks of 
fever, referred to above, were malarial in nature. 
But in no case could malarial parasites be demon- 
strated in the blood of patients during their stay in 
the hospital, nor was malarial pigment found in the 
organs in any of the cases autopsied. 


The common association of malaria and 
cirrhosis of the liver has given rise to divergent views 
regarding the part played by the former in the 
causation of the latter, both in India (Hughes and 
Shrivastava, 1927; Hughes, 1933; Hameed, 1933; 
Radhakrishna Rao, 1933; Tirumurti and Radha- 
krishna Rao, 1935; and others) and abroad (Aubry, 
DuMollard, Lemaire and Hamid, quoted by Feis- 
singer, 1931; Jimenez Diaz, 1931; Osler, 1929; 
Rolleston and McNee, 1929; Fairley, 1932; Rogers, 
1932; and others). Brief reference is made to some 
of the views in Appendix 3. 


Judging from the results of the clinical and 
autopsy findings in the present series of cases, and 
from the absence of fibrosis, in any way resembling 
that seen in portal cirrhosis, in any of the museum 
specimens of chronic malarial livers specially inves- 
tigated for this purpose with the different fibrous 
tissue stains, including a staining of the reticulum 
by the Foot and Menard’s silver impregnation 
technique, it appears highly doubtful whether 
malaria and cirrhosis of the liver are connected with 
each other as cause to effect. The role of malaria 
as a predisposing factor in the causation of the 
condition, however, cannot be denied. 


(iii) Gastro-Jntestinal causes :— 


(a) Dietetic errors: Dietetic studies in the 
present series of cases, most (828 per cent.) of 
whom were non-vegetarians, revealed an excess of 
carbohydrates and a deficiency of protein, fats 
and vitamins, especially A, C and D (vide Appendix 
1). Excess of chillies in the diet was almost 


a constant finding; but an excessive indulgence 
in hot spices, presumed to be the cause of 
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cirrhosis of the liver in Indians (Budd, 1857; Rolles- 


ton and McNee, 1929), was not a marked feature. 


Poisonous foods such as mussels containing 
mytilotoxins (Segers, 1891; quoted by Rolleston and 
McNee), or wheat contaminated with the seeds of 
the weeds senecio ilicifoleus and burchelli (Willmott 
and Robertson, 1920; quoted by Rolleston and 
McNee), or unsuitable foods, such as pickles or fish 
soaked in vinegar (Rolleston and McNee), reported 
to be the cause of cirrhosis of the liver in some 
instances, were however, not consumed by any of 
the patients in this series. 


Though the experimental evidence (Boix; 
D'Amato and Joannovics) in favour of the theory 
that “‘dyspeptic cirrhosis’’ (Boix quoted by Rollestor 
and McNee) may be produced by the absorption of 
products of faulty digestion is very conflicting, the 
common clinical association of dietetic errors and 
cirrhosis of the liver in majority of the patients in 
this series favours such a hypothesis. The excess 
of chillies consumed by the patients may be respon- 
sible for a chronic portal congestion and stasis, 
while the deficiency of vitamins in the food may 
lower the resistance of the liver; moreover, the 
excess of carbohydrate in the food may favour 
intestinal putrefaction and the deficiency of vitamin 
A may facilitate, as a result of a deterioration of 
the lining epithelium of the gastro-intestinal tract 
(Wolbach and Howe, 1925; Cramer, 1924; McCarri- 
son, quoted by Ramachandra Rao), an easy absorp- 
tion of the toxins which may be so produced. 


On the whole, dietetic deficiences appear to 
be important factors in the causation of cirrhosis of 
the liver in the circars. 


(b) Dysenteries: A history of an antecedent 
attack of dysentery (before the onset of the present 
trouble) was given in 23-5 per cent. of cases, while 
the agglutination tests with B. Dysenteriae (Shiga 
and Flexner) were positive in 55°8 per cent. of them 
(vide Appendix |, Table XIII). Excepe in rare 
instances examination of the stools showed no 
evidences of chronic amoebic dysentery. 


Of the 14 cases in this series which came for 
autopsy, amoebic dysentery was found in one case 
and terminal colitis in another. 
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A frequently recurring, non-suppurative amoebic 
hepatitis was suggested by Rogers (1930) as the most 
likely cause of the high incidence (69 per cent.) of 
cirrhosis of the liver in Indians in Calcutta; but the 
clinical and autopsy material investigated so far in 
the Northern Circars does not corroborate the above 
view on account of the rare association of amoebic 
dysentery and cirrhosis of the liver. On the other 
hand, Bhaskara Menon (1935) has adduced evidence 
in support of a positive association between bacil- 
lary dysenteric lesions in the intestine and portal 
cirrhosis from a study of autopsy records from 
Madras. Bacillary dysentery appears to be a com- 
mon disease of the Northern Circars, judging from 
the mild epidemics of the disease which occur 
almost every year and the high (588 per cent.) 
agglutination results with the B. Dysenteriae (com- 
monly with Flexner group of organisms) in a series 
of unselected hospital patients (vide Appendix 13, 
But in the absence of a higher incidence of 
bacillary dysentery in the present series of cases 
of cirrhosis, and in the absence of positive evidences 
of bacillary dysenteric ulceration in the intestines 
in autopsied cases, it is difficult to attribute an 
important aetiological role to bacillary dysentery. 
On the other hand, the hepatic congestion and early 
cirrhotic changes in two cases of acute and chronic 
bacillary dysentery respectively (vide Appendix 14), 
suggest that bacillary dysentery, if present, may 
predispose to portal cirrhosis by initiating a portal 
engorgement and stasis. 


(iv) Splenic causes: — 

Clinical examination showed enlargement in 67:2 
per cent. of the cases (vide Table XI, Appendix 1); 
in 12:5 per cent. of cases the splenic enlargement was 
very marked, the lower pole of the organ reaching 
beyond the level of the umbilicus, while in the rest 
the enlargement was either slight or moderate. A 
good number (469 per cent.) of these patients gave a 
history of having had observed the splenic enlarge- 
ment long before the onset of ascites. 


While the history of ague-like attacks of fever 
in these patients and the prevalence of malaria in 
the rural areas would suggest that the splenic 
enlargement observed before the onset of ascites in 
these patients was probably malarial in nature, this 
hypothesis is not borne out by the results of the 
autopsy investigation, either in this series of cases 
of cirrhosis (vide Appendix |), or in a larger series 
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(218) of cases with splenic enlargement (vide 
Appendix 16, Table II); in the former, malarial 
pigment was not found in any of the organs, while 
in the latter, malaria was the cause of splenic 
enlargement in only 9:2 per cent. of cases. 


A condition beginning with splenomegaly and 
ending in cirrhosis of the liver was described in 
Bengal (De, 1932) and in the Punjab (Hughes and 
Shrivastava, 1927); an apparently similar condition 
was also described in Northern Circars by Tiru- 
murti and Radhakrishna Rao (vide Appendix 16). 
While it is no doubt difficult to differentiate clinically 
the end stage of a splenic anaemia with cirrhosis of 
the liver and ascites (the so-called Banti’s disease) 
from a primary portal cirrhosis with ascites, there 
is evidence to suggest, from a study of the spleens 
in the autopsy material in this series, that splenic 
anaemia was responsible for at least 4:7 per cent. 
of cases (vide Appendix 1), of cirrhosis of the 
liver in the present series. This subject will again 
be referred to under morbid anatomy and in chapter 
7. Though in these cases the exact role of the 
spleen in the causation of cirrhosis of the liver was 
far from clear, it is probable, on account of the 
appearance of cirrhosis of the liver in the terminal 
stages of the condition in which splenomegaly was 
a marked feature from the beginning and the bene- 
ficial effects, reported in similar cases, of splenec- 
tomy in arresting cirrhotic lesions in the liver, that 
the hepatic lesions are due to a toxaemia of splenic 
origin (Eppinger, Feissinger, Chauffard and others. 
quoted by Ramachandra Rao, 1933). 


(v) Other toxic agents: — 


(a) Arsenic: The cirrhogenic role of arsenic 
reported by Rolleston ‘and McNee (1929), O'Leary, 
Snell and Bannick (1928), O'Leary, Greene and 
Rowntree (1929), Reynolds (1901), Sturrock (1900), 
Hutchinson (1895), Hamburger (1900), and others, 
merits little consideration here on account of the 
absence of any hisotry or evidences of chronic arseni- 
cal poisoning in any of the cases investigated in this 
series. But, as pointed out later, it appears to be 
an important factor in the causation of ‘toxic cir- 
rhosis’ in adults. 


(b) Tobacco: The majority of the patients 
(64:1 per cent.) in this series were accustomed to 
heavy smoking of crude country tobacco (vide Table 
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Kia. 1 


Fig. 1. Portal cirrhosis: 


Small. atrophic liver 


showing the “hob-nails”’ 
on the surface; the 
pseudolobulation — is 
more marked near the 
edges. 

a—small, atrophic left 


lobe of the liver. 


Fig. 3. Portal. cirrhosis : 


” 


Photograph of a liver 


showing the fine pseudolobulation on the 


external and cut surfaces. 


Fig 2 


Fig. 2. Portal cirrhosis ; 
a~—photograph of the cut 
surface of the liver in the 
above specimen showing 
the rounded nodules of 
varying size separated 
by pale, translucent, 
greyish-white connective 
tissue bands. 

b—under surface of the 
liver showing’ the 


“hob-nail” appearance. 
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Fig. 4. Portal cirrhosis: Photomicrograph of a sec- 


tion of the liver showing the cellular and vas- 
cular connective tissue bands. 
p.c.—portalspace c. t.—connective tissue bands. 
(Ehrlich’s acid hematoxylin and eosin ; apo- 
chromat objective—8 m.m. ; periplan. o. k. eye 
piece—4 mm.- Leitz) 


Fia, 6. 


Fig. 6. Portal cirrhosis: Photomicrograph of a sec- 


tion of the liver showing the abundance of 
elastic fibres in the connective tissue bands. 
The elastic fibres are stained darkin the section. 
p. c. portal spaces ; c. t. connective tissue band. 
(Weigert’s elastic stain ; apochromat objective— 
8 mm. ; periplan. o. k. eye piece—4 mm.- Leitz). 


ENGRAVED & PRINTED BY 
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Fig. 5. 


Fig. 7. 


Portal cirrhosis: Photograph of a section of 
the liver showing a connective band which is 
compact at the centre (a) and loose, cellular 
and vascular at the periphery (b). 

(Ehrlich’s acid haematoxylin eosin; 
apochromat objective—8 mm, ; periplan. o. k. 
eye piece—4 mm.- Leitz) 


Fig. 7 
Portal cirrhosis: Low power photomicro- 
graph of the reticulum of the liver showing the 
pseudolobulation and the eccentric position of 
the hepatic terminals in the pseudolobules. 
p. c. portal space ; h. v. hepatic terminals. 
(Foot and Menard’s silver carbonate impregna- 
tion technique ; objective—22mm., Beck Ltd. ; 
Periplan. o.k. eye piece —4 mm.- Leitz.) 
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VIH, Appendix 1); some of them also chewed 
tobacco. Probably the smoking and chewing of 
strong tobacco, especially between meals, leads to 
a chronic gastro-intestinal catarrh and chronic portal 
congestion, and thus predisposes to cirrhosis of the 
liver. In conclusion, portal cirrhosis in the Northern 
Circars is not due to any single cause, but due to 
several factors, of which dietetic errors, syphilis, 
chronic bacillary dysentery and splenic anaemia. 
acting either alone or in combination, appear to be 
important. 


Morsip ANATOMY 


In the 14 cases of portal cirrhosis which came 
for autopsy during the course of this investigation, 
ascites was present in twelve and absent in two cases. 
In both the latter cases, the cirrhosis was latent and 
was only diagnosed post-mortem, death being due 
to other independent causes; while in the former 
autopsy only confirmed the clinical diagnosis of 
cirrhosis of the liver. 


THE LIVER.— 
(A) Gross Anatomy, 


(a) The pre-ascitic stage:—In the two latent 
cases referred to above, the liver was very much 
enlarged (weighed 76 oz.) and mottled on the surface 
in one case, while in the other, it was nearly of 
normal size and weight and of pale brown colour. 
In both instances the organ was of normal shape, 
the edges were sharp and the surface was smooth 
or slightly irregular. 


The organ was resistant to the cutting knite; the 
cut surface persented ill-defined lobular markings 
but no pseudolobulation; it was moist and very con. 
gested in the case in which it was enlarged. 


The consistency of the organ was firmer than 
usual. 


(b) The ascitic stage: — 


(i) Size and weight: In the majority of cases 
the liver showed no marked variation from normal 
in its size or weight. But in some cases (5 in this 
series), the weight of the organ was less than 30 oz 
and the size considerably reduced. (Fig. |). 


(ii) Colour and consistency: Except in 3 
instances in which the liver was bile stained, the 
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organ was pale brown in colour. The capsule 
appeared thickened, more so in the depressions 
between the projections on the surface; but there 
was no definite perihepatitis, although the liver was 
adherent to the diaphragm in some cases. The 
surface was irregular which was due to a number of 
raised brownish granules ranging in size from a pin's 
head to a split pea, separated from each other by 
pale, translucent, greyish-white bands of connective 
tissue (fig. | and 3). The “‘hob-nails’’ on the surface 
were more common in the smaller cirrhotic livers 
than in the bigger ones (fig. |). The granularity of 
the surface of the liver was more marked in the 
younger individuals; but the degree of granularity 
varied in persons even of the same age, depending 
probably on the extent of the reaction of the tissues 
to the etiological noxa, and the capacity of the 
hepatic parenchyma for regeneration. 


The organ cuts with resistence and was hard in 
consistency in all the cases. The cut surface was 
granular and showed a loss of normal pattern; 
rounded nodules of varying sizes (similar to those 
seen on the surface) were seen separated by pale, 
translucent, greyish-white connective tissue bands 
(fig. 2). Except in the three instances in which the 
liver showed bile staining, the parenchyma in the 
rounded nodules was either pale brown or reddish 
or yellowish-brown in colour. The cut surface of 
the organ in some instances showed a scarcity of 
the finer divisions (4th or 5th order) of the portal 
systems. 


(iii) Shape: The organ maintained its shape in 
all cases except one, in which the left lobe was very 
much reduced in size and appeared as a small 
tongue-like process. The margins were either 
rounded or sharp; in some cases the granularity was 
more marked at the edges (fig. |). 


(B) Microscopic Anatomy, 


(a) The pre-ascitic stage: —One of the speci- 
mens studied in this stage showed slight subcapsular, 
loose fibrosis. In both, the Glisson’s sheath of the 
portal spaces was widened; the parenchyma was 
divided into rounded islands by a very cellular con- 
nective tissue net work, in the wider nodes of which 
the portal vessels were enclosed. The parenchymal 
foliae were normal and showed no hypertrophy. The 
longitudinal disposition of elongated pyknotic nuclei 
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in close parallel strands in the cellular connective 
tissue bands and the periphery of the portal sheaths, 
suggest that this new connective tissue is formed 
by the sclerosis of the reticulum of the collapsed 
sinusoids in the strophic zones of the parenchyma 
(Ramachandra Rao); but a certain number of round 
cells with deeply staining nuclei could also be made 
out in these bands. The sinusoidal capllaries were 
congested in the case in which the liver was 
enlarged. 


In view of the above findings, the designation 
of “hypertrophic cirrhosis’’ (Hanot and Gilbert) to 
the early enlarged cirrhotic liver appears undesir- 
able (Rolleston and McNee, Ramachandra Rao, 
Hoppe-Seyler quoted by Rossle, Fessinger, and 
others), as the enlargement of the liver is not due 
to parenchymal hypertrophy but only to congestion 
or excess of fiuid or fat content (Hoppe-Seyler. 
quoted by Ramachandra Rao). 


(b) The ascitic stage : — 


(i) The capsule and parenchyma: The surface 
of the liver was wavy and irregular; the capsule was 
slightly thickened; from the depressions on the 
surface proceeded cellular connective tissue bands, 
which were continuous with the general connective 
tissue net work of the organ. 


The parenchymal mantle of the organ was 
divided into numerous, almost rounded, islands, 
of varying sizes by a vascular connective tissue net 
work, which enclosed the portal vessels in its larger 
nodes. The number of the so-called lobules en- 
closed in the connective tissue net work varied; in 
some places many lobules were enclosed in the 
connective tissue net work, while in other parts 
of the same section the connective tissue invaded 
the lobules breaking it up into small groups of 
hepatic cords and, in places, even simulated the 
so-called inter-cellular cirrhosis. 


The normal architecture of the hepatic paren- 
chyma was lost throughout the organ; though in 
some of the pseudolobules the central veins (the 
intra-lobular veins) could be seen at their periphery. 
they were not apparent in most of them and the 
pseudolobules appeared as masses of hepatic cords. 
Intralobular oedema due to a distension of the peri- 
sinusoidal lymph spaces (of Disse) was a common 
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feature. The hepatic cords were atrophic in all 
instances, and showed no evidence of regeneration. 


In one case fatty degeneration of the paren- 
chyma was very marked; in all other instances, it 
was patchy. 


In two cases in which there was well marked 
jaundice before death, the parenchyma, especially 
in the central parts of some of the pseudolobules, 
showed biliary necrosis or impregnation with bile 
pigments. 

Haemosiderosis was not pronounced in any of 
the cases investigated. Focal necrosis was not 
present in any instance in the parenchyma. 


(ii) The connective tissue network: The con- 
nective tissue enclosing the pseudolobules was very 
cellular and also vascular, especially in places where 
it enclosed the large portal spaces (Fig. 4); it was 
moderately rich in elastic fibres (Fig. 6). But the 
bigger strands of fibrous tissue, in some instances, 
were compact in the centre and loose, cellular and 
vascular in the periphery (Fig. 5). 


The absence of a dense fibrosis similar to that 
seen in inflammatory lesions e.g. cholangitic sclero- 
sis, is particularly striking. 


The absence of any definite inflammatory signs 
in any stage of development, and the vascularity 
and the abundance of elastic fibres, suggest that 
the connective tissue is a residual fibrosis arising 
out of a collapse, condensation and sclerosis of the 
perisinusoidal reticulum consequent on a primary 
degeneration of the hepatic parenchyma. 


(iii) The sinusoidal capillary bed and_ the 
reticulum: The eccentric position of the central 
veins in some of the pseudolobules, mentioned 
above, was clearly noticeable in preparations speci- 
ally stained by the silver impregnation technique 
already referred to (Fig. 7). The reticulum of the 
sinusoidal capillaries was almost normal, but the 
sinusoids appeared to be narrow and tortuous in 
some places. 


(iv) The portal venous tree: A scarcity of the 
smaller divisions of the portal spaces containing the 
terminal orders of the portal venules and a patchy 
sclerosis of the media of some of the bigger divi- 
sions (Ramchandra Rao, 1933) were noticeable 
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features in preparations specially stained by the 
different connective tissue stains. One case in ad- 
dition showed endophlebitis and thrombosis of some 
of the bigger divisions of the portal venous tree. 


(v) The hepatic venous tree: Beyond the 
eccentric position of its terminal divisions in the 
pseudolobules (Fig. 7), the hepatic venous tree 
showed no remarkable changes. 


(vi) The hepatic artery: Except for slight 
hypertrophy of its walls in one instance, the 
hepatic artery showed no remarkable changes. 


(vii) The biliary tree: In both instances in 
which jaundice was a noticeable feature, peri- 
cholangitis of the smaller divisions of the biliary 
tree was observed; one case in addition showed a 
catarrhal desquamation of the mucous lining of 
some of the larger bile ducts. 


These findings suggest that the jaundice 
observed in the terminal stages of some cases of 
portal cirrhosis is not always due to parenchymal 
destruction, but may be due to terminal infections 
of the biliary tree. 


(viii) The pseudo-bile canaliculi: In none of 
the cases was the presence of bile-duct-like struc- 
tures (the pseudo-bile canaliculi) in the fibrous 
tissue network a marked feature. (Figs. 4 and 5). 
The different views on the histogenesis and function 
of these structures are discussed in appendix (vide 
appendix 8 and appendix 9). These structures 
in the connective tissue net work represented 
only the crowded remnants of the crumpled 
biliary tree in the atrophic areas and did not 
appear to take part in the regenerative processes; 
the rich arterial supply (Cameron and Mayes, 1930) 
of these structures is probably responsible for their 
persistence after the disappearance of the hepatic 
cords in the atrophic areas. The prominence of 
these structures at the lobular periphery is probably 
only due to an unmasking of the junctional tubules 
(canals of Hering) resulting from an atrophy and 
recession of the hepatic cords from the bile duct 
situated in the adjoining portal spaces (Rolleston 
and McNee, 1929; Muir, 1933; Ramachandra Rao, 
1933, and others). 


Parasitic (Schistosoma or distoma) infections of 
the portal venous or biliary trees were not seen in 
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any case. Carcinoma of the liver, either primary 
or secondary, was not associated with the cirrhosis 
in any instance. 


The Gall-bladder: The macroscopic or micros- 
copic appearances of the gall-bladder did not show 
any noteworthy changes. Though gall-stones are 
said to occur more often in cases of cirrhosis than 
when the liver is normal (Rolleston and McNee, 
1929), they were not seen in any of the cases 
autopsied. 


Morsip APPEARANCES IN OTHER VISCERA 


(a) The spleen: The spleen was enlarged in 
12 cases (85:7 per cent). An enlargement of the 
spleen with an increase in its weight was seen even 
in those cases in which the organ was not palpable 
during life; hence, the absence of a clinical enlarge- 
ment of the organ should not militate against a 
diagnosis of a decompensated portal cirrhosis. 


The weight of the organ varied from 9 to 66 
ounces; in seven cases the weight was more than 
20 ounces. 


Though the spleen is said to be smaller in 
fatal cases of haematemesis and latent cirrhosis 
(Rolleston and McNee, 1929), such a finding was 
not observed in this autopsied series, as the organ 
weighed I8 ounces in one case of the former and 
58 ounces in one case of the latter. 


The macroscopic and microscopic appearances 
of the spleen were those of chronic passive venous 
congestion in |] cases, and splenic anaemia in 3 
cases (vide Appendix 16). 


The cause of splenic enlargement in hepatic 
cirrhosis is discussed in chapter 7. 


(b) Intestines: Acute amoebic ulceration was 
observed in one instance and terminal colitis in 
another. In the other cases the intestinal condition 
does not merit special mention. 


(c) Communications between portal and systemic 
veins: Though evidence of collateral circulation were 
found in some cases (five in this series), the impre- 
ssion gained from the autopsy experience is that 
attempts at establishment of compensatory anasto- 
motic circulation were very meagre. The commu- 
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nications between the retroperitoneal veins and 
those of the peritoneum and intestines were not 
marked in most instances; oesophageal varices 
were found in only one case in which the death 
was due to a rupture of one of the ‘oesophageal 
piles’’; similarly the presence of haemorrhoids was 
also rare. 


This inadequate compensatory anastomosis 1s 
probably responsible, to some extent, for the failure 
of the treatment of ascites in most of the cases. 


(d) Testicular atrophy and_ simple chronic 
peritonitis: These were occasional features. 


The lesions in the other organs do not appear 
to deserve any special consideration here. 


CLINICAL FEATURES 


The following description mainly applies to 
the ascitic stage of the disease, as very few patients 
were seen in the pre-ascitic stage. 


(1) General Appearance 


The general appearance of the cirrhotic patient 
was one of emaciation and dehydration (Fig. 8). 
The face was pinched, the malar bones were 
_ prominent, and the cheeks sunken. The muscles 
of the chest and extremities were very much wasted; 
in some cases, the wasting of the lower extremities 
was masked by the oedema when present. The 
skin was dry and inelastic in most cases. The 
patients were slightly anaemic and showed a sub- 
icteric tint of the conjunctiva; ‘Overt Jaundice’ was 
present in rare instances (9°4 per cent. of cases). 


(2) Alimentary System 


Owing to the illiteracy of most of the patients, 
it was difficult to obtain a correct history regarding 
the onset of the disease or elicit the early symptoms. 
A few patients, however, gave a history of discom- 
fort and occasional pain in the upper part of the 
abdomen, accompanied by dyspepsia and consti- 
pation, diarrhoea or some other gastro-intestinal 
disturbances. 


Oral sepsis and foetor of the breath were 
common, features in most of the patients, in whom 
the teeth were dirty and pyorrhoea alveolaris was 
present. 
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The abdomen: A prominence of the superficial 
abdominal veins was seen in almost all cases; the 
typical ‘caput Medusae’ was present in only one 
instance (vide Table xi, Appendix |) in the cases 
studied. 


The liver: Though the liver is said to be more 
often enlarged than diminished in size clinically 
in portal cirrhosis (Rolleston and McNee, 1929; 
Foxwell, 1896), such a finding was rare (3°| 
per cent.) in this series of cases; a few cases (6:2 
per cent.), however, showed a slight enlargement 
of the left lobe, which was hard and granular; in 
most instances the liver dullness was diminished 
and paracentesis of the abdomen often revealed a 
small, atrophic, hard and granular left lobe of the 
liver which could be palpated for about 4 to | inch 
below the xiphisternum in the epigastric region. 


Pain in the region of the liver was present only 
in those cases (4:7 per cent.) in which the onset of 
ascites was acute. 


Hepatic efficiency tests showed an impairment 
of the function of the organ in almost all instances. 
A marked retention of the rose Bengal dye at the 
end of the eight minutes, in the dye excretion test, 
was a constant feature; this finding together with 
a latent bilirubinaemia appeared to be diagnostic 
of portal cirrhosis. (vide Appendix 17). The 
galactose tolerance test gave varied results, 
but the laevulose tolerance test often gave a posi- 
tive result (vide appendix 18). These findings are 
discussed in Chapter II, Part II, of the thesis. 


The spleen: Splenic enlargement was noticed 
in the majority of patients (67:2 per cent.). The 
degree of the enlargement was not always propor- 
tional either to the severity of the disease or 
duration of ascites. In some cases (125 per cent.) 
the enlargement was very marked, the lower pole 
of the organ reaching beyond the level of the 
umbilicus, while in the rest it was slight or 
moderate (vide Table XI, Appendix |); in all 
instances, the organ was smooth on the surface 
and fairly hard. 


Ascites: In majority of patients (95:3 per cent.) 
the onset of ascites was slow and gradual and it 
was only rarely (4:7 per cent.) that it was acute in 
its onset (vide Table X, Appendix |); the duration 
of ascites, prior to their admission into hospital, 
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FIG. 8. FIG. 9. FIG. 10. 


FIG. 11. FIG. 12. FIG, 13. 


it FIG. 8. Portal cirrhosis: Photograph of a typical case of decompensated portal cirrhosis. 


Fig. 9—13. Portal cirrhosis: photograph of some of the juvenile cases of decompensated portal 
cirrhosis. 
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was generally from | to 3 months (varying from | to 
12 months). 


Paracentesis of the abdomen was performed in 
750 per cent. of cases during their stay in hospital; 
the ascitic fluid was a transudate, specific gravity 
varying between 1004 and 1012, total protein content 
being less than 1:5 per cent. The fluid was bile 
stained in all the cases with ‘overt jaundice’ and 
gave a direct Van Den Bergh reaction. Chylous 
ascites was not present in any case in this series. 


Cytological examination of the fluid, imme- 
diately after paracentesis of the abdomen, showed 
a varying (20 to 480 per c.mm.) cell count and a 
predominance of endothelial cells (Gilbert and 
Villaret, 1906; Ross, 1906; Cade, 1906; quoted by 
Rolleston and McNee); but, as pointed out by Cabot 
(1912), a high lymphocytic count was not uncommon 
even though evidences of tuberculous peritonitis 
were not present. 


The culture of the fluid and its inoculation 
intraperitoneally into guinea-pigs were generally 
negative in result and showed no characteristic 
features in the few instances in which a positive 
result was obtained. It was found that the results 
of the Wassermann reaction of the ascitic fluid were 
similar to those of the serum, while the agglutination 
tests with dysentery group of organisms invariably 
gave a lower titre than that of the blood serum 
or altogether a negative result. (vide Appendix 15) 


The mechanical factor, though important, can- 
not be regarded as the sole cause of ascites. An 
interference with the lymph drainage of the organ, 
as evidenced by marked intralobular oedema seen 
microscopically in the liver, and an impaired hepa- 
tic control over the water metabolism of the body, 
are probably additional factors in the production 
of ascites. This subject is again referred to in the 
discussion on the metabolic disturbances in 
cirrhosis of the liver (vide Chapter |, Part Il). 
While an excessive transudation due to an increas- 
ed capillary permeability (méio-pragie) secondary 
to hepatic degeneration, presumed by Feissinger 
(1931) as the cause of ascites, cannot be denied, 
the results (in some of the patients in this series) 
of the clinical application of the transudation test, 
on which this view was based, were, however, un- 
convincing. The hyposerinaemia (Wallich, quoted 
by Feissinger) present in cases of ascites, and the 
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occassional thickening of the peritoneum observed 
in some of the fatal cases of cirrhosis (vide Appen- 
dix 14) are probably only secondary to, and not 
the causes of, ascites. 


Other findings: | Constipation was marked in 
most of the patients during their stay in hospital. 
Haematemesis was rare and was observed in only 
two cases (in this series), of which one proved fatal; 
bleeding piles were not seen in any of the cases; 
a termina! intestinal haemorrhage was seen in one 
case. 


Examination of the stools showed hookworm 
infection in nearly all patients. Complete acholia 
of the stools was not observed in any of the cases 
with jaundice. Evidence of chronic amoebic 
dysentery was rare. 


(3) Circulatory System 


Breathlessness secondary to distension of the 
abdomen with fluid was a troublesome feature in 
nearly all patients (vide Table XII, Appendix |). 


A large majority of patients (87°5 per cent.) 
showed marked oedema of the feet; in rare instan- 
ces, oedema of the abdominal wall or general 
anasarca were evident. The disappearance of the 
oedema after rest, paracentesis of the abdomen 
and digitalis medication suggests that it is either of 
cardiac origin or the result of pressure of the fluid in 
the abdomen; how far the hyposerinaemia, also 
found in these cases, is responsible for the oedema 
is dificult to judge from the present investigation. 

| 


Except for the cardiac embarrassment, due to 
an upward displacement of the heart, and occa- 
sional myocardial weakness, the heart generally 
showed no abnormalities. The blood pressure was 
low in most of the cases. 


A microcytic hypochromic anaemia and leuco- 
penia were well marked in most instances (vide 
Appendix 1); A  macrocytic anaemia the 
terminal stage of the disease and a leucocytosis with 
predominence of lymphocytes were occasional 
findings. The results of the examination of the 
blood in a series of 64 cases of portal cirrhosis 
are tabulated in Appendix | (Table XIII); the 
fragility of the red-blood cells was diminished (81-0 
per cent.) and the coagulation time of the blood 
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was slightly delayed (59:0 per cent.). A latent 
bilirubinaemia was almost a constant finding in 
cases which showed no clinical evidence of 
jaundice; the Van den Bergh reaction was direct in 
cases of ‘overt jaundice’. The aldehyde test for 
kala-azar was negative. Positive agglutination tests 
with dysenteric group of organisms (mostly B. Dysen- 
teriae-Flexner) were obtained in 558 per cent. of 
cases. A large majority of patients (745 per cent.) 
gave positive Wassermann reactions of the blood. 


Examination of the blood showed hypogly- 
caemia and hypocholesterolaemia; the blood urea 
was variable, while the creatinine and non-protein 
nitrogen were either within or slightly above the 
normal limits, (These findings are discussed in 


Chapter I, Part II, of the thesis). 


(4) Respiratory System 


Respiratory embarassment was evident in most 
of the cases of ascites; hydrothorax and emphysema 
were occasional complications. Evidences of 
tuberculosis, which was not active, were present 
in 28:1 per cent. of cases in the present series. 


(5) Nervous System 


The nervous manifestations such as headache, 
giddiness, mental disturbances, muscular tremor, 
etc., reported to be present late in the disease 
Rolleston and McNee), were not marked in the 
present series of cases. Delirium and coma were, 
however, observed in the terminal stages of the 
disease. On account of the endemicity of beri-beri 
and a polyneuritis of obscure origin in many parts 
of Northern Circars, it appears probable that the 
tingling or numbness of the extremities, complained 
by some of the patients in this series, were only 
independent co-existent symptoms. 


Severe pruritis, which was rarely observed (9°4 
per cent. of cases), was always associated, when 
present, with jaundice. 


(6) Genito-Urinary System 


Amenorrhoea and sometimes mammary atro- 
phy in women, and loss of sexual power in men, 
were frequently present, generally towards the end 
of the disease. Infantilism was common in the 
juvenile sufferers (vide Fig. 13, and figs. | and 2 in 
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Appendix 10); the general development of these 
children was very poor, genitals were infantile and 
secondary sexual characters were either absent or 
very much delayed. 


The urine was scanty in the decompensated 
stage and high coloured; a trace of albumin, which 
usually disappeared after paracentesis of the abdo- 
men, was present in most cases. Urobilin was 
present in a large majority of patients, while indican 
was only an occasional finding. Glycosuria was 
not present in any instance in this series; bile 
pigments and bile salts were present in all the cases 
(94 per cent.) in which jaundice was noticed 
clinically. 


The renal efficiency was fairly good in majority 
of the cases uncomplicated by vascular disease. 


(7) Other findings 


(a) Hernia: Chapman, Snell and Rowntree 
(1931) reported a common association (419 per 
cent.) of hernia in cases of decompensated portal 
cirrhosis. But in the present series such a finding 
was rare (47 per cent.). 


(b) Haemorrhages: As pointed out before, 
haematemesis, bleeding piles and intestinal haemor- 
rhage were rarely seen. Similarly, epistaxis and 
petechial haemorrhages into the skin were only 
occasionally observed. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 


The marked emaciation, the pot-belly, the 
dilated superficial abdominal veins, the atrophic 
liver, the enlarged spleen and the ascites are so 
characteristic that there is no difficulty in diagnos- 
ing the disease in the decompensated stage. But 
in the preascitic stage the disease is not always 
easy to diagnose, especially from a chronic malarial 
liver, as the enlargement of the liver a history of 
attacks of malarial fever are usually present in both 
cases; a high retention of rose Bengal dye and a 
latent bilirubinaemia are, however, more in favour 
of the former than the latter. 


The differential diagnosis of other conditions 
(Rolleston and McNee), which have no special local 
significance, from hepatic cirrhosis does not require 
a special mention here. Schistosomiasis (Sorour, 


1932) and kala-azar (Rolleston and McNee, 1929; 
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Cummins, 1908) are not present in this part of the 
country and did not have to be differentially 
diagnosed from hepatic cirrhosis in the present 
study. 


DURATION AND COURSE OF THE DISEASE 


Judging from the fatal cases in the hospital, the 
duration of life after the onset of ascites is from 2 
to 12 months. The patients were afebrile (6°25 per 
cent. were low febrile) during their stay in hospital; 
their general condition gradually became worse. 
The termination was usually cholaemic and very 
rarely due to haematemesis; the patients gradually 
became comatose, but, in rare instances, the coma 
was either preceded or followed by violent or low 
delirium. 


PROGNOSIS 


Neither the age (Cheadle, 1900) nor the 
sex appear to have any influence on the prognosis. 
The prognosis in most of the patients is bad 
on account of the poor general condition, the 
advanced stage of the disease by the time they seek 
treatment in hospital, and the poor response to 
treatment. The disappearance of ascites and im- 
provement in general condition after antisyphilitic 
treatment in some cases in this series, in which 
syphilis appeared clinically to be the dominating 
aetiological factor, suggest that an early and more 
thorough anti-syphilitic treatment would probably 
give a better prognosis. 


‘TREATMENT 


The treatment of the patients in this series 
proved to be very unsatisfactory, partly due to 
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the advanced stage of the disease at which treat- 
ment was begun and partly to their brief stay in the 
hospital. 


Treatment was only symptomatic and palliative. 
Administration of ammonium or calcium chloride (60 
grains daily) orally and Salyrgan intramuscularly 
(twice a week) gave a temporary relief of ascites in 
some cases; the diuresis and the relief of ascites 
were more marked after the first injection than after 
subsequent injections. In most instances, paracen- 
tesis of the abdomen had to be performed to afford 
relief of the pressure symptoms of ascites (vide 
Table XIV, Appendix |). Though it is generally 
considered that cirrhosis cases can seldom with- 
stand tapping (of the abdomen) more than two 
or three times (Rolleston and McNee), most of the 
patients in this series stood the operation well and 
had to be repeatedly tapped to afford temporary 
relief. 


Except in a small number of cases, antisyphi- 
litic treatment (vide Appendix |), in _ patients 
with serological evidence of syphilis gave poor 
results, owing mainly to the advanced stage of the 
cirrhosis and incomplete course of the treatment. 


Other lines of treatment, such as administration 
of glucose by mouth and small doses of insulin by 
subcutaneous injection, diuretics and digitalis, 
omentopexy (in two cases), etc., have alike yielded 
unsatisfactory results. The other therapeutic measur- 
es used in the symptomatic treatment of the disease 
need no special mention here. 


As the diet of the patients consisted mainly 
of carbohydrates, a therapeutic administration of 
carbohydrates suggested in the treatment of the 
disease appeared unnecessary. 
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INDIAN INSTITUTE FOR MEDICAL 
RESEARCH 


The first Annual Report of the Indian Institute 
for Medical Research has been issued. It cannot 
be doubted that medical research is the basis on 
which scientific medicine has developed. During 
the last four decades the progress of scientific 
medicine has taken a big stride. The method of 
diagnosis, the application of therapeutic agents and 
preventive measures have all been more precise. 
These advancements are the fruits of patient 
researches carried on for years. The extent of pro- 
gress is, however, comparative only. There are 
hundreds of different problems of vital importance 
which still remain unsolved. In this country where 
malaria, cholera, small-pox, plague, tuberculosis, 
epidemic dropsy and intestinal diseases take such 
an enormously heavy toll every year, medical 
research is more important at present than in any 
other country in the world. The nutritional condi- 
tion of the people is appalling. Up to this time 
there are few data on which a balanced diet to suit 
the prevailing economic condition of the people 
could be suggested. Chronic ill health, which is 
due mostly to nutritional defect or deficiency, is 
increasing day by day in India. The economic loss 
due to preventable diseases is colossal ! 


All civilised countries confronted more or less 
similar problems of health, but in those countries 
problems of public health have been studied with 
an alert interest and medical research conducted 
with the assistance of the State, the local bodies and 
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the public. This has led to a very remarkable 
improvement of the standard of health in those 
progressive countries and much misery and econo- 
mic loss consequent on ill health have been averted. 
It will be agreed that the necessity for medical 
research in this country is enormous. The few 
Government Institutions are quite inadequate to 
deal with such a vast problem. 


We, therefore, highly commend the initiative 
taken by some friends in starting the Indian Institute 
for Medical Research, with a view to investigate 
the specific health problems of this country and to 
provide for the training of research workers. The 
work done in this Institute even with very limited 
financial resources during the period of its existence 
is indeed laudable and deserves encouragement. 
The investigations on food and nutrition, on cholera 
toxin and serum, on protozoal vaccine in oriental 
sore, are of immense scientific value. It is also 
interesting to note that the materials obtained in 
the Diagnostic Department of the Institute are being 
utilised for systematic studies and for collecting 
data. 


It is hoped that the inauguration of this Insti- 
tute will in time develop into a centre of fruitful 
medical research of great national importance. 
Large funds are necessary to do all what is wanted 
and we are sure that the medical men and the 
public of this country will lend their support and 
co-operation to make it a success. A perusal of 
the report issued by the Institute is enough for a 
grasp of the work undertaken. 
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After washing the wound or sore, Burnol should be 
applied on gauze or lint which is kept in position with a bandage 
or adhesive plaster. 


The secretions and discharges are absorbed by the Burnol 
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damaging the new granulation tissue. 
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ADVERTISEMENT. 


Applications are invited for the post of Director of the All-India Institute of Hygiene and Public 
Health, Calcutta, who will also be Professor of Public Health Administration, on the following 
terms : — 

IF RECRUITED FROM THE I.M.S. or A PROVINCIAL SERVICE 

(a) Pay — Pay of rank in the |. M.S. or of grade in the Provincial Service. 

(b) Compensatory allowance — In accordance with the rates laid down in the Government of 
India, Finance Department, Resolution No. D.5067-C.S.R., dated the 10th October, 1924, 
and subject to a cut of 10 per cent. or, if house allowance is drawn in addition 124 per cent. 

(c) House allowance — In accordance with the rates laid down in the Government of India, Finance 
Department, Resolution No. D.5067-C.S.R., dated the 10th October, 1934, subject to a 
maximum of Rs. 200 per mensem. 

(d) Special pay as Director — Rs. 4 

(e) —- pay (if admissible — As for rank in the case of I. M.S. officers and £30 in the case 
of others. 

IF RECRUITED FROM OUTSIDE 

(a) Pay —Rs. 1,450—50/2—1,750. 

(b) Special pay as Director — Rs. 400. 

(c) Overseas pay (if admissible) — £30. 

PERIOD OF APPOINTMENT 

The appointment will be for a period of five years in the first instance and will be renewable on 
such terms and for such periods at a time as may be decided by Government. The candidate selected 
will, if he is not already in Government service, be required to enter into an agreement with Govern- 
ment which will be liable to be terminated at ae time by either party giving six months’ notice. 

AVE 

If the candidate selected belongs to the I. M. S. or to any other service he will continue to be 
subject to the leave rules in the Fundamental Rules applicable to the I. M. S. or the leave rules to which 
he is already subject. If, however, the candidate is selected from outside Government service and is of 
non-Asiatic domicile ard has been recruited abroad, his leave will be determined by the model Leave 
Terms for the grant of leave to Government officials engaged on contract as finally approved by the 
egy of State for India in Council. If the candidate selected is recruited in India, whether 

e possesses Asiatic or non-Asiatic domicile or is of Asiatic domicile recruited abroad he will be subject 
to the leave terms contained in the Finance Department letter No. F.7(58)-R.1./34, dated the 26th 
October, 1934. 

PASSAGES 


If recruitment is made in England, first class passages to and from England on the commencement 
and termination of service will be granted to a candidate of non-Asiatic domicile and such a passage 
only to India to a candidate whose domicile is Asiatic. The grade of passage for the outward 
journey will be that admissible to recruits for Central Services, Claes |, and for the return journey will be 
determined by the orders in force at the time the passage is taken. 

PENSION 

If a candidate already in pensionable Government service is appointed he will continue on that 
basis while employed at the Institute. Others will be admitted to the benefits of the Contributory Pro- 
vident Fund (India) from the date of commencement of their appointment and will be subject to the rules 
regulating the Fund. 

OTHER CONDITIONS OF SERVICE 

The candidate appointed to the post will be debarred from all private practice, including 
Laboratory and consultant practice. 

If the candidate selected is not holding a permanent post under Government he will be 
reauired on appointment to produce at his own expense a certificate of physical fitness signéd by 
a Medical Board. 

Apply to the Secretarv, Recruitment and Avpointments Board for the All-India Institute of Hygiene 
and Public Health, C/O The Public Health Commissioner with the Government of India, Imperial 
Secretariat, New Delhi before the 15th January, 1937, giving full name, address, age, academic and special 
qualifications. experience etc. 

Diploma in Public Health of a recognised University and the ability of the candidate to teach 
the subject of Hygiene in its widest aspects are essential qualifications for the post. Candidates in the 
United Kingdom should submit their applications through the High Commissioner for India, India 
House. Aldwych, London on or before the [5th January, 1937. 

Candidates in India may be required to appear at their own expense at New Delhi for interview by 
the Recruitment and Appointments Board, those in England, may be required to appear before the Con- 
sultative Board, India Office, London. 

Any attempt to bring personal influence to bear upon the members of the Recruitment and 
Appointments Board will disqualify the candidate concerned. 
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MEDICINE 


The Size of the Heart in Asthma 
and Emphysema 


Rusin (Lancet: November 7, 1936, page 1089) 
investigated to determine radiologically the size of 
the heart in 55 cases of asthma with or without 
emphysema, the average duration of asthma in the 
series being 14 years. The most striking observa- 
tion made by the author is that the heart in the 
majority of cases is smaller than normal for the age, 
height and weight of the patient. He further 
observes that when cardiac enlargement supervenes 
this enlargement is general and shared by both 
ventricles and that there is no selective or prepon- 
derating enlargement of the right ventricle. He 
reviews the literature on the subjects and quotes 
postmortem and electrocardiographic evidences in 
favour of his contentions. 


Physiologic Effects of Benzedrine and its 
Relationship to other Drugs Affecting 
the Autonomic System 


Myerson, LoMAN AND DAMGHEK (American 
Journal of Medical Science: October, 1936, page 560) 
report on the study of the effect of benzedrine on the 
pulse, blood pressure, spinal-fluid pressure, mental 
state, basal metabolism and blood cellular constitu- 
ents in a group of patients with mental disease. 
They observe that the drug has a striking effect on 
raising the blood pressure with a less marked effect 
on the epinal-fluid pressure, that it raises the red 
cell count | to 3 million per c.mm. and white cell 
count to 10,000 or 15,000 per c.mm., and that it 
has no effect on the basal metabolic rate or on the 
blood sugar level. The drug when used with 
atropine produces an extreme rise of blood pressure, 
when used with acetyl-betamethylcholine the blood 
pressure lowering effect of the latter drug was 
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evident but the blood pressure was again increased 
when its effect became diminished; when used with 
amytal the period of narcosis was shortened and 
the blood pressure lowering effect of the drug was 
diminished. Benzedrine has also a central stimulating 
effect and this is of a sympathetic stimulation, the 
reaction being a prolonged one lasting for several 
hours. The effects of the drug on the centre, 
vessels and smooth muscles suggest its practical 
value in such clinical conditions as narcolepsy, 
psychoneuroses, peripheral circulatory failure, pri- 
mary and postural hypotension and in conditions 
having increased tonicity of the gastro-intestinal 
tract, ureter and gall-bladder. The drug should be 
used with caution in cases of high blood pressure 
and severe cardiac disease. 


Fatal Digitalis Poisoning Occurring 
in a Normal Individual 


McGuire, JOHNSON AND RICHARDS (American 
Heart Journal: July, 1936, page 109-112) report of 
a case of fatal digitalis poisoning in a normal healthy 
woman of 3], who was admitted into the hospital 
3 hours after taking the entire contents of a 6 to 8 
ounce phial of tincture digitalis (300 grs.) for 
suicidal purpose. Her condition on admission was 
as follows:—- She was semistuporous, rectal tem- 
perature was 101°4°F; P/R=124/24; B.P.=120/75; 
no distension of the veins; cardiac rhythm was 
regular, runs of loud beats being followed by runs 
of distant muffled beats. After 9 hours her pulse 
became grossly irregular and though the heart was 
of normal size and though there was no murmur 
heard she had evidence of partial heart block both 
clinical and electro-cardiographical. Vomiting and 
nausea continued and she did not respond to stimu- 
lants such as caffeine, atropine and adrenaline. 
Pulse disappeared in |2 hours and continued to be 
imperceptible; heart sounds were distant and of 
varying intensity; respiration was slow and irregular. 
Two mild convulsive siezures took place at the |2th 
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hour and respiration ceased though cardiac action 
continued. Artificial respiration and _ intracardiac 
adrenaline were employed to no tangible effect. 
The patient died from respiratory failure. Electro- 
cardiogram showed an auricular rate of 170 with 
complete auriculoventricular dissociation and ven- 
tricular rate of 67 p.m. The S-T segments in Leads 
I and II were of very low take-off and very depressed 
in Lead III, and there was no reciprocal relationship 
between Leads | and II as is frequently found in 
coronary sclerosis. The nausea, vomiting and death 
by respiratory failure seemed to be related to the 
central action of digitalis on the nervous system. 


Drugs used in the Treatment of Circulatory 
Failure in Acute Infectious Disease 


EGGLESTON (Journal American Medical Associa- 
tion: October 10, 1936, page 1213) in discussing on 
the use of drugs in the treatment of the circulatory 
failure in the acute infectious diseases observe that 
failure may be either cardiac or peripheral or com- 
bined and it is very difficult to assess clinically the 
relative part played by either form of failure. 
Digitalis and strophanthin are of no value in forms of 
collapse not due to failure of myocardium. They 
are often harmful and contraindicated in such cases 
and even in cases of primary cardiac failure they 
are found useless. Caffeine by stimulating higher 
central nervous system diminishes patient’s exhaus- 
tion and improves his sense of wellbeing, by stimu- 
lating the vasomotor centre, raises the blood pressure 
and improves the vascular tone, by stimulating 
action on the myocardium improves the systole, 
promotes the diastole and increases the cardiac 
output and lastly by specific dilatation of the coro- 
nary vessels improves the nutrition of the myocar- 
dium. Large doses of caffeine produce harmful 
tachycardia and directly impair the cardiac output by 
diminishing diastolic relaxation and hence it should 
be repeated only when indicated. Strychnine by 
its increased nerve irritability improves the tone of 
the heart and the vessels and to be of use it must 
be given hypodermically in sufficient doses and 
should be repeated every 3 to 6 hours. Epinephrine 
acting diretcly on the vasomotor nerve endings 
produces vascular constriction and elevation of 
blood pressure and at the same time stimulates the 
heart through the sympathetic nerve machanism as 
well as by a probable direct action on the 
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myocardium. [Ephedrine and pituitrin have both 
vasoconstrictive action which results in the elevation 
of blood pressure but are of limited value as too 
frequent uses of pituitrin causes depression of the 
tone and of ephedrine excessive nervousness and 
vomiting. Camphor and Cardiazol act chiefly on 
the respiratory centre and ‘‘even these slight actions 
are too fleeting to be of any considerable value.”’ 


Mandelic Acid in Urinary Infections 


ROSENHEIM (Lancet: November 7, 1936, page 
1083) in reporting the results obtained with mandelic 
acid treatment in 88 cases of various types of urinary 
infection observes that ammonium mandelate given 
in the form of a sweetened syrup is the simplest 
and most pleasant means of administering mandelic 
acid. The usual adult dose is 3 gms., 4 times a 
day and with such a dose there is usually no neces- 
sity of giving extra amount of ammonium-chloride, 
the acidifying powder of 12 gms. of ammonium 
mandelate being equivalent to 4 gms. of ammonium- 
chloride. The author further observes that urinary 
stasis due to the presence of an obstructive lesion 
is the common cause of failure of this method of 
therapy and a raised blood-urea is the main contra- 
indication to mendelic acid treatment. Mandelic 
acid rarely acts as a renal irritant and pyrexia and 
albuminuria are no contra-indications to its use. 
The author of course forbids its use in the aute 
stage when alkali treatment will be more rational 
and keeps the remedy reserved for the later stages 
of the illness. 


Thevetin in Thyrotoxicosis 


NoBLE AND CHEN (American Journal of Medical 
Science: November, 1936, page 639) observe that 
thevetin when given intravenously in doses of 3 to 9 
cat units in 22 cases of thyrotoxicosis dropped the 
heart rate in 18 cases to a considerable degree. The 
action of the drug starts immediately and lasts for 5 
to 6 hours. The authors observe that the drug is very 
useful during thyroidectomy operation by reducing 
the surgical risk for cardiac mishap and also in pre 
and post-operative stages by lowering of the pulse 
rate. They further observe that repeated use of the 
drug even in larger doses showed no accumulative 
effect. 
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Intravenous Treatment of Meningococcic 
Meningitis with Meningococcus Antitoxin 


Hoyne (Journ, American Medical Association: 
August, 1936, page 478-481) reports on the success- 
ful treatment of meningococcus meningitis by intra- 
venous use of Ferry’s antitoxin. Diagnosis is made 
by early blood culture. 31 cases were treated intra- 
venously with antitoxin with a mortality rate of 64%, 
and 35 cases were treated with antimeningococcus 
serum with a mortality rate of 142%. The initial 
dose of the antitoxin is 50,000 to 100,000 units for 
an adult and it is given very slowly, 160 drops p.m. 
after being diluted with at least twice its volume of 
10%, dextrose in normal saline with an addition of 
10 drops of adrenaline. It is repeated in 12 to 24 
hours. Severe reactions are rare though urticaria 
develops in 5 to 7 days. No lumbar puncture is 
necessary. 


Treatment of Asthmatic Attacks by 
Inhalation of Adrenalin 


NieELseN (Lancet: October 10, 1936, page 848) 
reports on the successful results obtained in 400 
attacks of asthma in 40 patients by inhalation of 10%, 
solution of adrenaline. The solution is sprayed with 
a nebuliser and the patient inhales it during the 
last phase of inspiration. The effect practically 
appears immediately and the treatment has not 
caused inconveniences of any kind. The author 
holds that the effect is entirely due to the local action 
of adrenaline. 


SURGERY 


The Problem of Anuria 


Cusitt (British Journal of Surgery: October, 
1936, page 215-225) in dealing with the problem of 
anuria reviews the recent work on renal physiology 
and gives reports of two cases. In his review he 
mentions the following factors which influence the 
output of urine viz., the urine pressure, the changes 
in the secretion-absorption activity of the cells of 
the tubule, the blood pressure in the glomerular 
capillaries, the area of capillary filtration bed and 
the osmotic pressure of the colloids in the blood 
plasma in the glomerular capillaries. He writes that 
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the blood pressure in the glomerular capillaries minus 
the osmotic pressure of the serum proteins and 
the urine pressure is the effective filtration pressure 
and the latter is increased by (a) rise in general blood 
pressure, (b) relaxation of afferent arterioles, and (c) 
contraction of efferent arterioles. The author then 
mentions the causes of anuria which are as follows: 
(a) increased urine pressure caused by obstruction of 
the ureter and the tubules and this obstruction of 
the tubules is produced by venous obstruction as a 
result of increased intrarenal pressure due to oedema 
of the renal parenchyma; (b) marked fall of arteriolar 
pressure and (c) obstruction of veins. The author 
then describes the nature of reflex anuria which is 
not due to “‘vascular cramp" as the unobstructed 
kidney is swollen and congested and also this reflex 
anuria cannot be due solely to the lowering of the 
blood pressure. He then puts forward a tentative 
hypothesis as to the nature and causation of such 
reflex anuria. The spasm of one of the ureters due 
to impaction of a stone sets up afferent nervous 
impulses which either by direct reflex action or by 
producing some hormone cause in the other kidney 
an alteration in the capillary permeabilities and 
consequent exudation in the kidney cells and this 
increased intrarenal pressure obstructs the tubules 
and also the venous out flow of the kidney causing 
ultimately anuria with the kidney swollen and. con- 
gested. The author in the end puts forward spinal 
anaesthesia as a rational therapeutic measure for 
trial in cases of reflex anuria and he contends that 
even if we do not spot out the causative factor the 
nervous afferent path at least is tackled by such a 
procedure. 


Lumbar Puncture in Head Injuries 


SHATARA (American Journal of Surgery: August, 
1936) basing on a study of the anatomy and physio- 
logy of the brain and on clinical experiences in a 
series of more than 500 cases of head injuries with 
study of necropsy material, together with a review 
of the literature on the subject, makes the following 
deductions: |. The withdrawal of cerebrospinal fluid 
by lumbar puncture as a diagnostic procedure should 
be performed in every case of head injury, after the 
patient has reacted from shock. The pressure should 
be recorded and the fluid collected in three tubes of 
about 5 c.c. in each. If the supernatant fluid is 
uniformly bloody in the three tubes, if the super- 
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natant fluid is xanthochromic after centrifugating 
and if the pressure is over !10-12 mm, of mercury, a 
diagnosis of intracranial injury with probable brain 
laceration or contusion and hemorrhage can be 
made. If the fluid is clear but under increased 
pressure, and if there is other corroborating 
evidence, a diagnosis of traumatic cerebral oedema 
can be made. If the fluid is clear and the pressure 
is normal, one is justified in ruling out an intracranial 
injury even in the presence of a fractured skull. 2. 
Lumbar puncture is a_ useful therapeutic pro- 
cedure in cases of traumatic oedema. The pressure 
should be reduced by half the excess above 
normal and the procedure repeated about every six 
to twelve hours until the pressure is normal. 3. 
When the fluid is bloody and under increased 
pressure, no ill effects have been noted from 
repeated punctures, if the pressure is not reduced 
suddenly.’’—(Current Medical Literature: J. A. M. 
A.: October 24, 1936, page 1415). 


Facial Cellulitis 


CHATTERJEE AND De (Indian Medical Gazette: 
November, 1936, page 629-647) report on their 
studies of 55 cases of facial cellulitis with special 
reference to their etiology, pathology, bacteriology, 
clinical manifestations and the effects of treatment. 
The authors note that the causative organism in the 
majority of cases was staphylococcus aureus and not 
streptococcus haemolyticus as is commonly supposed 
to be, that the pathogenesis of the condition and its 
future course and prognosis are mainly determined 
by the peculiar vascular connections present in the 
tissues, that the cases are usually fatal (80%) with 
virulent septicaemia dominating the picture from the 
start and bringing serious cardiac and pulmonary 
involvements, that the infection of the cavernous 
sinus or the meninges is not common in their series 
and that the different methods of treatment adopted 
did not modify the mortality rate and that the treat- 
‘ment should be strictly conservative in the local area 
and combating of the septicaemia by specific anti- 
serum treatment. 


The Causation, Pathology and Therapeutics 
of Electrical Injuries 


JELLINEK (Edinburg Medical Journal: September, 
1936, page 587-592) in dealing with the subject lays 
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great stress on two facts, viz., that in the majority 
of cases the constitutional and psychical factors of the 
electrocuted man rather than the amperage play the 
greatest role in causation of the symptoms and that 
though in many cases the cause of death is primary 
heart failure yet more frequently the fatal effect lies 
in primary asphyxia or paralysis of the brain or in 
shock in the splanchnic nerves. It is very difficult 
to tell which of the vital organs is primarily affected. 
Perivascular haemorrhages, plasmatic extravasation, 
destruction of Nissle bodies in the brain are some 
of the postmortem changes but they are not of such 
serious nature as to cause death. As a first aid 
artificial respiration should be started immediately 
and it should be followed by lumbar puncture if the 
former method fails even when continued till 5 or 10 
minutes. In actual treatment it must be remembered 
that the electrical lesion is not a burn and that it 
produces after a period of latency an aseptic necrosis 
without complication and with perfect healing. 
The local injuries should be treated conservatively. 
But active treatment should also be done in such 
surgical emergencies as in haemorrhages from the 
wound, epileptic convulsions and other effects of 
increased cerebrospinal fluid pressure, fracture of 
a limb or a luxation and in such medical conditions 
as fever, weakness of cardiac action, albuminuria 
and haemoglobinuria careful watch should be 
kept over the general conditions both physical and 
psychical of the patient. By conservative treatment 
of over 4000 cases the author has never seen any 
complication such as phlegmon, sepsis, or even 
tetany which the author holds occur only when 
surgical operations are made. 


X-ray Treatment of Rhinoscleroma 


PETER (Radiology: September, 1936, page 367) 
reports his experiences with x-ray treatment of 
rhinoscleroma and observes that early mild cases 
are healed in 3 months and severe cases in one year. 
The author gives in detail the radiological technique 
and writes that though he in his earlier experiences 
found small doses of x-rays given at long intervals 
very successful he now suggests the trial of higher 
doses at shorter intervals. Neither any resistance 
to radiation nor any late damage has been observed 
by the author and the cosmetic results obtained are 
quite satisfactory. 
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OBSTETRICS AND GYNAECOLOGY 


Sterile Mating 


GREEN ARMYTAGE (Lancet: August 22, 1936, 
page 426) in his address on ‘‘Sterile Mating’ deliver- 
ed before the British Post-graduate Medical College, 
Hammersmith, observes that causes of fruitless 
marriage can only be determined by a thorough 
investigation of the following points, viz. (1) a com- 
plete history of the life and habits of both husband 
and wife, (2) a complete examination of both the 
parties, (3) an expert examination of the semen, (4) 
a pH test of the reaction of the vagina and an 
investigation of the cervix, (5) a demonstration of 
patency of the tubes perferably by radiogram and 
(6) an investigation of the premenstrual endometrium 
(no goblet cells when no progestin is being 
secreted) and endocrine factors. The author then 
for prevention of such condition suggests a complete 
physical examination of all men and women con- 
templating matrimony, a greater care of girls at 
puberty with a view to prevention and treatment of 
hypoplasia, a more general knowledge of sex- 
hygiene and maintenance of marriage advice clinics, 
stern admonition against use of contraceptives dur- 
ing the first few years of marriage and legal forbid- 
dance of their sale without medical prescription, 
and abolition of curette in the treatment of sterility 
and abortion. 


A New, Rapid, Economical Test for Pregnancy 
and Certain Gynaecological Conditions 


GILFILLEN AND GreGG (American Journal of 
Obstetrics and Gynaecology: September, 1936, page 
498) assuming that since a pregnant woman con- 
tains in her system an anterior pituitary-like sub- 
stance and therefore she may not be sensitive to its 
intradermal injection, carried out in a series of 
patients certain tests which suggest that antuitrin-S 
can be used in this way for the diagnosis 
of pregnancy. The test consists of an intradermal 
(exactly into and not under the skin) injection of 2 
minims of fresh antuitrin-S. It is important that the 
skin, syringe and needle should be cleansed with 
sterile water and not alcohol. The reaction con- 


sists of an area of erythema around the site 
of injection measuring in diameter from 7 to 40 mm. 
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and appearing within an hour of the injection and the 
test is considered negative when there is no reaction 
at the end of this period. A pregnant woman 
or one who has aborted and retained some live 
decidual cells will not react to this test where as 
one who is hot pregnant or does not contain any 
retained living tissue of the products of conception 
reacts promptly to this test. The authors then 
report several cases which prove conclusively that 
the test is simple, accurate, rapid and economic and 
is found to be more sensitive than Ascheim-Zondek 
test in borderline cases. 


Six Caesarian Sections on the Same Patient 


PEMBERTON (Lancet: October 3, 1936, page 
1039) reports of a case who during the last 16 years 
has undergone six classical caesarian sections all 


performed by Dr. White. At the time of the 
last operation the abdomen showed a single 
linear scar, body of the uterus was adherent 


enly to the abdominal scar and there was no per- 
ceptible thinning of the uterine wall at the site of 
previous sections. The author holds that this was 
possible because good coaptation was obtained by 
inserting 3 layers of sutures, viz., a subendometrial 
layer of interrupted catgut, a muscle layer of inter- 
rupted thread and a continuous catgut suture to 
unite the serous surfaces. 


Factors in the Cause of Death in 
Carcinoma of the Cervix 


PeaRSON (Amer. Journ. of Cancer: September, 
1936, page 31) summarises in the following lines his 
observations on the study of 57 consecutive cases 
carcinoma of the cervix in which postmortem exami- 
nations were also done: 


1. “Fifty-seven cases of carcinoma of the cervix 
were studied. The average age was forty-seven 
years. The average duration of the disease was 
nineteen months. The youngest patient was twenty- 
seven and the oldest seventy-eight years. 


2. The most striking postmortem finding was 
stricture of the ureters, occurring in 43 patients (75 
per cent.), with its attendant hydronephorosis in 
varying degrees. These strictures occurred in most 
instances at the entrance of the ureters to the 


bladder. 
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3. Nineteen cases (33 per cent.) terminated in 
uraemic death. The blood metabolites were increas- 
ed and clinical symptoms of uraemia were present. 


4. Infection of the kidneys was found in |3 cases 
(22 per cent.). This was either pyonephrosis or 
pyelonephritis or both. Death could be ascribed 
to pyelonephritis in 2 cases. 


5. Distant metastases were present in 25 per 
cent, of the cases. The liver was involved in 19 
per cent., and the lungs in 9 per cent. The bones 
were next with 7 per cent. involvement. Irradia- 
tion apparently not a factor in the development of 
distant metastases. 


6. Local: metastases to the pelvic nodes were 
present in 34 or 59 per cent. of the cases. Recto- 
vaginal fistula occurred in 8 cases (14 per cent.) and 
vesicovaginal fistula in 4 (7 per cent.). 


7. Rectal involvement with definite _ stricture 
occurred 7 times. In 4 of these patients, symptoms 
of intestinal obstruction supervened. One died 
without colostomy. Three had colostomies; one 
postoperatively. The constriction occurs at the 
floor of pouch of Douglas. 


8. Generalized peritonitis was the immediate 
cause of death in || cases (19 per cent.). Deep 
x-ray therapy seems to be a factor in stirring up 
-latent infection. Perforation was responsible for 


3 deaths. 


9. Haemorrhage was the immediate cause of 
death in 5 cases.” 


Ionization Method for the Treatment 
of Endocervicitis 


FoRMAN (American Journal of Obstetrics and 
Gynaecology: September, 1936, page 503) in deal- 
ing with the treatment of endocervicitis observes 
that the ideal treatment of such a condition will be 
one which will (1) kill the invading organism, (2) 
destroy the infected glandular tissue and (3) provide 
adequate drainage for the obstructed and infected 
Nabothian glands and he considers that ionization of 
metallic copper in the cervix by means of a galvanic 
current meets those above-mentioned criteria. He 
then describes the technique in detail and reports 
the results obtained by such a method. Of 93 
patients treated by ionization method 7] were com- 
pletely cured, 7 were relieved, 9 did not return after 
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the second treatment and 6 were complete failures 
and these latter had pelvic inflammatory disease in 
addition to account for their failure. 


PATHOLOGY AND BACTERIOLOGY 


Impairment of Anterior Pituitary 
Functions by Follicular Hormone 


ZONDEK (Lancet: October, 1936, page 842-849) 
observes that prolonged administration of follicular 
hormone by percutaneous as well as subcutaneous 
methods interferes with the functions of the anterior 
pituitary lobe. All the functions are not affected 
equally and simultaneously and the gonadotropic 
function being most sensitive the first effect is 
atrophy of the genitals (rat, bird, and cock). This 
is followed by failure of growth hormone (rat and 
cock) with characteristic changes of the bone struc- 
ture, viz., the epiphyseal junctions remain open and 
the entire spongiosa is filled with finely porous tis- 
sues bearing only a negligible remnant of the 
medullary cavity. ‘The growth in the animal does 
not start spontaneously after the oestrin treatment 
is discontinued but it soon resumes when pituitary 
growth hormone is administered. As the prolan 
A. contents of the anterior pituitary lobe in both the 
eunuchoid dwarf rat and the control animal are 
eame, the follicular hormone does not seem to 
inhibit the production of gonadotropic hormones in 
the anterior lobe cells but only blocks the anterior 
lobe cell secretion. 


Structural Changes in Lungs in Mitral 
Stenosis 


PARKER AND WEISS (American Journal of Patho- 
logy: September, 1936, page 573-597) describe in 
detail the changes in the blood vessels and alveolar 
walls in the lungs in cases of advanced mitral 
stenosis with failure of pulmonary circulation. The 
changes found in the pulmonary vessels are the 
intimal thickening and _ hyperplastic arteriolar 
sclerosis and arteriolar necrosis and those found in 
the alveolar walls are marked dilatation of the 
capillaries, increase in thickening of the capillary 
basement membrane, increase in the interstitial 
tissues (collagen), interstitial pericapillary oedema 
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and a tendency of the flat epithelial cells to become 
cuboidal in shape. The alveolar tissue becomes 
30-50 microns thick the normal thickness being only 
| to 3 microns. The alveolar basement membrane 
remains normal though the alveolar wall and capil- 
lary basement membranes are considerably thicken- 
ed. With increased pulmonary engorgement the 
visible capillaries increase in number and later on 
they dilate. Often the capillaries get displaced and 
separated from the alveolar surfaces by oedema or 
by a thick layer of collagen. 


Meningococcus Myocarditis 


SaPHiIR (American Journal of Pathology: Sep- 
tember, 1936, page 677-681) describes two cases of 
meningococcus myocarditis without endocarditis. 
Both of them developed cyanosis in course of the 
disease and died consequently. On histological 
examination are found haemorrhagic exudate, endo- 
thelial leucocytes, destruction of muscle fibres and 
intracellular Gram-negative diplococci. There are 
found also foci of necrosis similar to those found 
in cases of subacute bacterial endocarditis. These 
are the two cases observed by the author out of 10 
of his series when careful search for inflammatory 
changes in the heart muscles are made and the 
author contends that this condition is not so un- 
common as is supposed to be. 


The Paradoxical Behaviour of the 
Wassermann Test in Latent Syphilis 


CHARGIN AND ROSENTHAL (Journal of American 
Medical Association: October 17, 1936, page 1374) 
observe that in 500 patients with latent syphilis the 
Wassermann test was negative in 10%, persistently 
positive in 23% and paradoxical in 67%. These 
cases were treated by the chronic intermittent 
method. The authors note that the Wassermann 
test is not a reliable guide to therapy in latent 
syphilis and one should treat the patient and not 
the serological reaction. 


PEDIATRICS 


Diagnosis of Whooping Cough 


GoLp AND BELL (American Journal of Diseases 
of Children: July, 1936, page 25) give in the follow- 
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ing lines the evaluation of the different methods 
employed in the diagnosis of whooping cough in 
its different stages. They write that in the catarrhal 
stage culture by cough plate method is the best and 
blood count is unreliable; in the paroxysmal stage 
culture with cough plates are positive in 67%, blood 
count with typical lymphocytosis is present in 80%, 
and retardation of sedimentation rate present in 
94%. In the period of decline they observe that 
cultures are usually sterile, sedimentation rate can 
determine only the presence of a complication and 
the significance of complement fixation test, agglu- 
tinating test and cutaneous test is doubtful. 


Mandelic Acid in the Treatment of 
Pyelitis in Childhood 


NEWNs AND WILSON (Lancet: November 7, 1936, 
page 1087) report on the successful treatment 
obtained with mandelic acid in B. coli pyelitis in 
children. They observe that ammonium mandelate 
is the best preparation used and ammonium chloride 
in addition is sometimes required to acidify the 
urine. Pyrexia and albuminuria are no contra- 
indications to mandelic acid therapy. The authors 
report of 9 cases of relapses out of 36 cases treated 
and of these 3 had urinary tract abnormalities, 2 
had infections by organisms other than B. coli and 
they hold that some of the relapses might have been 
prevented if the treatment had been prolonged to at 
least a week after the urine became sterile. The 
dosage of mandelic acid as advised by the authors 
is as follows: — for children upto 6 months 30 grs., 
for children from 6 months to 2 years 30-60 grs., 
from 2 to 5 years 60-90 grs. and from 5 to |2 years 
90-120 grs. daily. 


Some Peculiarities of Diabetes 
Mellitus in Children 


PrieseL (Med. Klin. No. 29, 1936) mentions the 
following peculiarities of diabetes in children, viz. 
(1) insular infantilism—an anomaly in which the 
growth of the child in its height stops and puberty 
does not set in for not having enough insulin and 
improvement of the condition sets in with resump- 
tion of adequate dose of insulin; (2) pyorrhoea 
alveolaris—seen in 30%, of the cases occurring about 
the eleventh year onwards; (3) local lipomatosis— 
the formation of fat at the point of injection for 
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which constant change of the place of injection is 
recommended as prophylaxis; (4) general adiposita 
—occurring exclusively in girls after puberty though 
these girls are in restricted diet—this condition can 
hardly be influenced at all as further reduction of 
diet may cause hypoglycaemia and of insulin may 
set in coma. 


Types of Diphtheria Bacilli 


Pescu (Klin. Wschr. No. 34, 1936) corroborates 
the findings of Anderson and his colleagues that 
there exist three types of diphtheria bacilli viz., 


I. M.A. 


gravis, mitis and intermedius. He further observes 
that these types differ in the colony formation, 
in their acidulation of starch and haemolysis on 
blood culture media and they also differ in the 
growth on certain synthetic culture media and in the 
manner of reproduction in culture broth. The 
author experimentally tried to convert one type into 
another and he observes that the gravis and mitis 
could not be converted into any other types but 
the intermedius type changed regularly into mitis 
when kept for weeks in aerobic culture broth 
though these mitis bacteria could never be changed 
back into intermedius types. 


ASSOCIATION NOTES 


DEORIA MEDICAL ASSOCIATION 


Proceedings of the Ist monthly meeting of the 
year: — 


The Ist monthly meeting of the year was held 
on the 8th November, 1936, at the residence of Dr. 
B. B. Srivastava. The Vice-President was in the 
chair. 


The Secretary informed the members that Dr. 
Jagat Singh, one of the members, was progressing 
well in the Medical College, Lucknow, where he 
had to go for surgical and expert treatment for his 
lung troubles. 


The following resolution was than moved from 
the chair, but before it was put to vote, the Secretary 
described the events which happened at Allahabad, 
during the 3rd U. P. Medical Conference, specially 
the walk-out staged by some of the licentiates 
present from the conference, and the statement of 


Dr. Kunj Behari Lal in that connection, as published 
in the ‘‘Leader’’. 


The resolution reads as follows :— 


The Deoria Medical Association expresses its 
grave concern at the alleged ‘partial and arbitrary 
rulings’ given by Dr. S. K. Chaudhuri, the President 
of the last U. P. Medical Conference, ‘against the 
written rules of the Association’. As the charge 
brought against him is so serious that it amounts to 
no-confidence in him, this association requests the 
Central Council of I. M. A. to appoint as early as 
possible a committee composed of equal number 
of medical graduates and licentiates to make enquiry 
and report into the said allegations for the purpose 
of dispelling doubts, suspicions and dissatisfaction, 
and _ re-establishing normal cordial relationship 
amongst the members of this Great Association. 


It was then put to vote and carried unanimously. 


The meeting then came to a close with a vote 
of thanks to the chair. 
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Proceedings of the 2nd monthly meeting of the 
year: — 


The meeting was held on the 12th December, 
1936, at 2 p.m., at the residence of Dr. G. S. Gupta, 
at Rudarpur, a distance of 22 miles from Deoria; 
the Vice-President being in the chair. 

In addition to the members, Mr. B. S. Hajela, 
the manager of the Rudarpur Estate, also attended 
the meeting, on invitation. 

The minutes of the last meeting were read by 
the Secretary and confirmed. 


There was then election of representatives for 
I. M. A., Central and Provincial. Dr. S, C. Acharya 
was elected for the former, and Dr. S. N, Mukherji 
for the latter. 

Dr. Rahman then read his paper on ‘Contracep- 
tion or Birth Control, its theory, history and birth 
prevention’. The paper was so perfect in all its 
spheres that no substantial discussion could be 
possible. 

Dr. Mukherji moved a resolution rescinding the 
previous one passed in the November meeting. It 
was hotly discussed and ultimately the mover had 
to withdraw his resolution. 

On the motion of Dr. Mukherji, it was decided 
that any outside person may be examined by the 
doctors present in a monthly meeting, on payment 
of a nominal fee of Rs. 4/-, to be paid in advance, 
The money thus realised will go to the association 
fund. 

The meeting then came to a close with a vote 
of thanks to the chair. 


Dr. Gupta was ‘At home’ after the meeting. 


S. N. MuKHER}I, 
Honorary Secretary. 


U. P. PROVINCIAL BRANCH 


_ Proceedings of the meeting of the Provincial 
Council of I. M. A., U. P. Provincial Branch heid 
at Allahabad on 29-10-1936. 


Gentlemen present: 


Capt. S. K. Chowdhury, President; Major D. R. 
Ranjit Singh, Allahabad; Drs. S. Halder, Muzaffar- 
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nagar; Bhupal Singh, Meerut; R. N. Bose, Cawn- 
pore; K. P, Bagchi, Agra; S. N. Basu, Allahabad; 
S. B. Vyas, Meerut; T. C, Basu Chowdhry, Agra; 
I. N. Saxena, Saharanpur; Kunj Behari Lal Verma, 
Meerut; R. S. Dr. Ram Narain Lal, Mussoorie and 
Capt. A. P. Mistri, R. S., Benares. 


|. The Proceedings of the last Provincial Coun- 
cil meeting were read and confirmed. 


2. The Audited Accounts for 1935-36 were put. 
Resolved that the same be passed. 


3.i. Dr, Bhupal Singh, Provincial Secretary was 
proposed by Major Ranjit Singh and seconded by 
Dr. Halder. 


Resolved that Dr. Bhupal Singh's name be re- 
commended for Provincial Secretaryship for 1936-37. 


ii. The following gentlemen were elected for 
recommendation to annual meeting for 


Vice-Presidentship for 1936-37 :— 


1. Dr. R. C. Mitter, Meerut. 
2. Dr. Jawahar Lal, Cawnpore. 
3. Dr. K. S. Zahid Hussain, Allahabad. 


iii. The following gentlemen were recommended 
for Joint Secretaryship for 1936-37:— 


1. Dr. R. N. Bose, Meerut—Head quarters 
Jt. Secretary. 
2. Dr. H. N. Shivapuri, Jhansi. 


Secretary. 
3. Dr. T. C. Basu Chowdhry, Agra. 


iv. The following gentleman was recommended 
for the Provincial Treasurership : — 


Dr. Subodh Nath Banerji, Meerut. 


4. The following gentlemen were recommended 
as Headquarters members of the Provincial Council 


of I. M. A., U. P. branch for 1936-37 :— 


. Dr. S. Halder, Muzaffarnagar. 
. Dr. Mrs. M, Tandon, Meerut. 
. Dr. Hira Lal, Meerut. 

. Dr. J. L. Caroli, Meerut. 

. Dr. R. C. Chaurasia, Meerut. 
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5. The following 4 members were elected for 
the Working Committee of I. M. A., U. P. branch 
for 1936-37 :— 

1. Dr. S. Halder, Muzaffarnagar. 

2. Dr. Hira Lal, Meerut. 

3. Dr. Mrs. M. Tandon. 

4. Dr. R. C. Chaurasia, Meerut. 


6. Resolved that this Provincial Council dele- 
gates its powers to the Working Committee to carry 


on its work for 1936-37 under rule 11 (d). 


7. The resolutions put up by the Working Com- 
mittee were read by the President and it was resolv- 
ed that these be put before Subjects Committee. 


With a vote of thanks to the Chair the meeting 
disolved. 


29-10-1936. S. K. CHOWDHRY. 


* * * * 


Proceedings of Annual General meeting of 
I. M. A., U. P. Provincial Branch held at Allahabad 
30th October, 1936 at 8 a.m. 


The attendance was fair. 


1. Dr. Bhupal Singh, Honorary Provincial Secre- 
tary, read his Annual Report for 1935-36. 


Resolved that the report be adopted. 


Proposed by Dr. M. L. Kakkar (Allahabad), 
Seconded by Dr. Y. P. Sharma (Allahabad). 


2. The Audited Accounts for 1935-36 were put. 
Resolved that the Accounts be passed. 


Proposed by Dr. Y. P. Sharma (Allahabad), 
Seconded by Dr. S. Halder (Muzaffarnagar). 


3. Resolved that the following office-bearers be 
declared elected for 1936-37 in addition to the 


President for the period who is already elected: — 


i. Vice-Presidents : 


(1) R. S, Capt. A, P. Misir, Benares. 
(2) Dr. K. P. Bagchi, Agra. 
_ (3) Dr. R. C. Mitter, Meerut. 


ii. Hony. Provincial Secretary : 


Dr. Bhupal Singh, Meerut. 
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iii. Hony, Provincial Jt. Secretary: 


(1) Capt. K. N. Tandon, Meerut 
(2) Dr. H. N. Shivapuri, Jhansi. 
(3) Dr. T. C, Basu Chowdhry, Agra. 


The H, Q. Jt. Secretary (Capt. Tandon) was 
proposed by Dr. K. B. L. Verma and seconded by 
Dr. Y. P. Sharma. The other two names recom- 
mended by Provincial Council were accepted un- 
animously. 


At this stage some of the members left the 
meeting as a mark of protest. 


iv. Hony. Provincial Treasurer: 


Dr. S. N. Banerji, Meerut. 


4. Resolved that the following 6 elected mem- 
bers be declared elected as H. Q. members of 


I. M. A., U. P. Provincial Branch under rule 6 (3): — 


(1) Dr. S. Halder, Muzaffarnagar. 
(2) Dr. Mrs, M. Tandon, Meerut. 
(3) Dr. Hira Lal, Meerut. 

(4) Dr. J. L. Caroli, Meerut. 

(5) Dr. R. C. Chaurasia, Meerut. 


5. Proposed that a Sub-Committee consisting of 
President |. M. A., U. P. Branch, Secretary, I. M. A. 
and five persons elected by the House to go through 
the constitution again and revise the election rules 
so as to make them definite on the various debatable 
points. 


The proposal was put to vote and lost. 


6. (a) Proposed that the General Secretary of 
the I. M. A. should take care in future if name of 
a member has been deleted from the register, to 
mention reason for the deletion against the name of 
the member concerned and in future verbal infor- 
mation will not be accepted. 


(b) Proposed that the resolution turned down 
due to technical grounds should be taken up, 
scrutinized and if found important, then put up 
before the Conference. 

The proposals were put to vote and lost. 

With a vote of thanks to the Chair the meeting 
dispersed. 


S. K. CHOWDHRY 
President. 


caPT. R. N. Bose, M.B. 
30-10-36 
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* * * * 


The Annual Report of the U. P. Provincial 
Branch of the Indian Medical Association for 
1935-36 : — 


It is my painful duty to record the great loss 
the Association has suffered due to the sad death 
of Col. Bhola Nauth, Dr. Ansari and Dr. A. P. 
Mathur of Saharanpur Branch. 


The headquarters of U. P. Provincial Branch 
continued at Meerut with the following office-bearers 
who were elected at the annual meeting held at 


Cawnpore on the 13th of October, 1936:— 


President — Major D. R. Ranjit Singh. 

Vice-Presidents— Drs. S, Halder (Muzaffar- 
nagar), H. N. Hukku (Lucknow) and 
Murari Lal (Agra). 

Provincial Secy. — Dr. Bhupal Singh (Meerut). 


Provincial Jt. Secretaries — Drs. K. P. Bagchi 
(Agra), S. N. Misra (Cawnpore), R. N. 
Bose (Meerut). 


Treasurer — Dr. S. K. Chowdhry (Benares), 


BRANCHES AND MEMBERSHIP 


There were 23 branches at the end of last year 
with a total membership of 498 including 2 head- 
quarter members. Four new branches have been 
added during the year — Muttra, Dholpur, Deoria 
and Mussoorie; so that we have now 27 branches 
with a total membership of 622 including 3 head- 
quarter members. But we have no reason to be 
satished with our progress so long as such a large 
number of important stations are still out of the 
fold of the I, M. A. Bada has joined us recently 


and brings the number of branches to 28. 


We carried on an extensive correspondence 
with many stations during the year and have pre- 
pared the ground, though we have not suceeded 
in establishing branches there—-all that is necessary 
is a personal touch—a visit te these places and | 
have no doubt many of them will be branches of 
I. M. A. before long. | arranged three tours—one 
to Aligarh, another to Hardwar and Roorkee and 
the third to Nanital and Bhowali and could smooth 
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the local doubts and difficulties to a great extent. 
We got into paper touch with the following 
stations : 


Farrukhabad, Fyzabad, Mirzapur,  Sitapur, 
Nainital, Bhowali, Almorah, Etah, Mainpuri, Rai 
Bareilly, Basti, Ghazipur, Fatehpur, Bijnore, Roor- 
kee, Jaunpur, Ghaziabad, WHathras, Unao and 
Gorakhpur. 


Out of these Farrukhabad, Fyzabad, Mirzapur, 
Sitapur, Nainital and Bhowali are nearly ready and 
will come in in the near future. 


PROVINCIAL COUNCIL 


There were only two meetings of the Provincial 


Council in 1935-36:— 


1. At Cawnpore on |3th of October, 1936. 
2. At Lucknow on 12th of March, 1936. 


The attendance at the Lucknow meeting was 
poor. 


WorKING COMMITTEE 


The following Working Committee was elected 
at the meeting of the Provincial Council held at 


Cawnpore on |2th of October, 1936: 


President. | 
Vice-Presidents. | 
Hony. Secretary. | 
Hony. Jt. Secretary at Head | 

Quarters | 


Hony. Treasurer. 


Dr. J. L. Caroli (Meerut). 

Dr. Kunj Behari Lal Verma 
(Meerut). 

Dr. R. C. Mitter (Meerut). 

Dr. H. N. Beri (Bulandshahr). 


| 
Elected. 


There were seven meetings if the Working 
Committee during the year with fair attendance. | 
would take this opportunity of conveying my thanks 
to Dr. Halder one of our Vice-Presidents who 
attended almost all the meetings though he had to 
motor from Muzaffarnagar at great personal incon- 
venience, 


, 
4 . 


FINANCES 


The following Provincial Budget was passed at 
the Working Committee meeting held on 14-12-36.: 


INCOME EXPENDITURE 


Subscription Rs. 600/- Postage ... Rs. 125/- 
Stationary and 

Printing... Rs. 125/- 

Miscellaneous Rs. 50/- 

Establishment Rs. 300/- 


Total Rs. 600/- 


I am glad to say we have been able to keep 
within our budget. 


On the income side we have :— 


|. By Balance 
2. By Subscription .. Rs. 534 9 4 
3. By sale of Typewriter Rs. 40 0 0 
4. By contribution of the 

Reception Committee 

for printing report of 

Cawnpore Conference Rs. 47 || 0 
5. By miscellaneous _re- 


Total Rs. 660 | 4 


On the expenditure side we have: — 


|. To Salary .. Rs. 264 0 6 
2. To Postage oo 15 3 6 
3. To Printing and Sta- 

4. To Miscellaneous ... Rs. 26 6 3 
5. To Bank charges ... Rs. 6 4 6 
6. To Printing of report Rs. 47 Il 6 
7. To last year’s arrears 

to Central Fund ... Rs. 45 0 0 
8. To old account .. Rs. 1 8 0 


Total Rs. 602 4 6 


This leaves us a balance of Rs. 51/12/10, out 
of which the Treasurer has Rs. 7/8/- and the Joint 
Secretary has Rs. 44/4/10. 
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Our unrealised subscriptions are as follows: — 


Allahabad Branch .. Rs. 182 0 0 
Muzaffarnagar Branch ... Rs. 27 0 0 
Ghazipur Branch . 56 08 
Shahjahanpur Branch ... Rs. 15 0 0 
Budaun Branch .. Rs. 24 0 0 
Najibabad Branch . Rs. 21 0 0 
(Rs. 12/- realised 
since) 


Total Rs. 284 0 0 


I would take this opportunity of appealing to the 
branches to be more prompt in paying off their 
contributions to Central Funds. The contribution is 
payable in advance as on this depends the issue of 
the Journal to the members. If the Journal conti- 
nues to be sent and the branch after a year says the 
gentleman is no longer a member since the beginning 
of the year it is a dead loss to the Journal Depart- 
ment which needs all our support at this stage. 


THE SPECIAL FUND 


As you will remember we made an appeal for 
funds for the equipment of our office with a type- 
writer, rotary etc. As a result of our appeal we 
received Rs. 701/-. Out of this we have been able 
to buy a decent typewriter for Rs. 432/4/-. We 
have a balance of Rs. 268/12/-. We want a rotary 
badly but as a useful rotary cannot be had for less 
than about Rs. 500/- we have not been able to get 
a rotary which is a standing need of our office. | 
would again appeal to the branches to request their 
members who have not yet subscribed to this fund 
to help us as they would then be helping the cause 
of the medical profession in U. P. ; 


ACTION ON THE RESOLUTIONS OF THE II U, P. 
MepicaL CONFERENCE 


1. The first resolution related to the *‘Amended 
Poisons’ Rules’’ and was duly communicated to the 
Government,—the elected members of the U. P. 
Medical Council and to party leaders in the Legisla- 
tive Council. It is gratifying to note that the 
obnoxious rules have been rescinded. 


2. The second resolution related to the question 
of Hony Physicians and Surgeons and was duly 
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communicated to the Hon'ble Minister in charge 
Medical Department. The Hon'ble Minister told the 
deputation that waited on him that he was willing to 
reconsider the question if a representation was made 
to him, but that a committee would not serve any 
useful purpose. As far as we know no action has 
been taken by the Government. The Working Com- 
mittee had appointed a Sub-Committee to draw up a 
scheme but it has not submitted its report yet. 


3. The third resolution related to the Amend- 
ment of the U. P, Medical Act and was duly com- 
municated to the Hon'ble Minister in charge Medical 
Department and to important members of the 
Legislative Council. The U. P. Medical Council 
we know is considering the subject but has not come 
to any decision. 


4. The 4th resolution related to representatives 
of Medical Associations on District and Municipal 
Boards. It was duly communicated to the Govern- 
ment and important members of Legislative Coun- 
cil, but no action has been taken. The Hon'ble 
Minister during the interview of the deputation 
which waited on him expressed his inability to 
accede to this proposal. 


5. The 5th resolution related to the representa- 
tion of independent practitioners on the Governing 
body of U. P. State Medical Faculty and was duly 
communicated to the Government, but no action 
has so far been taken. 


6. The 6th resolution related to certain amend- 
ments in Lunacy Act and was communicated to 
Secretary I]. M. A., who included it in the resolu- 
tions passed at the All-India Medical Conference 
at Nagpur. 


7. The 7th resolution related to refusal of H. 
E. the Governor to receive the deputation and 
required no action. 


8. The 8th resolution referred to the question 
of Medical Certificates and was duly communicated 
to the Government, but no action has yet been 
taken on it. 


9. The 9th resolution related to amendment of 


the Code of Medical Ethics. The U. P. Medical 
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Council has taken up the subject but nothing 
definite has been settled yet. 


10. The 10th resolution related to laying down 
of a minimum standard of qualification and im- 
provement of standard of education in schools to 
the minimum fixed upon. This was communicated 
to the Central Council of I. M. A. and was included 
in the resolutions of the All-India Medical Confer- 
ence but as far as we know no action has been 
taken by the Government. 


DEPUTATION 


The deputation which was appointed by the 
first U. P. Medical Conference on 12-10-34 to wait 
on H. E. the Governor and the Hon'ble Minister 
to represent certain grievances of the Medical 
Profession in U. P. was after all received by the 
Hon'ble Minister on 13th March, 1936. The attitude 


of the Hon'ble Minister was quite sympathetic. 


As regards amended Poisons’ Rules he was 
willing to go to a certain point and no further. 


As regards the amendment to Medical Act, he 
said the U. P. Medical Council should put up pro- 
posals and he will consider them and that he was 
surprised that the U. P. Medical Council had not 
moved in the matter. 


As regards the question of Hony. Physicians 
and Surgeons, he said he would reconsider the 
question if any definite suggestions were made and 
that he did not think a Committee will serve any 
useful purpose. 


As regards the question of certificates, he said 
he was not able to do much and the new rules have 
to continue. 


As regards representation on District and Muni- 
cipal Boards, he said he would not be able 
to help us. 


AMENDED Poisons’ RULES 


I am sure you were all pleased to read the 
Government Communique rescinding all the amend- 
ments to Poisons’ Rules so far as they affected 
qualified medical practitioners. | may take this 
opportunity of conveying our thanks to our friends 
in the Legislative Council who took such great pains 
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on our behalf. We are particularly obliged to Mr. 
Chintamani and R. B. Vikramajit Singh who took 
such keen interest in the question and were always 
ready to help us. 


We have still to be vigilant as the Government 
have mentioned in the Communique that rules on 
the lines of the British Poisons’ Rules will be intro- 
duced in conclusion with U. P. Medical Council. 
We have gone through these British Rules and we 
find that there is noting obnoxious in them. But 
we also know that there is a pessibility of obnoxious 
conditions being introduced by those who want 
power over the independent medical profession 
unless we are alert. 


Recently we had complaints from many districts 
that a circular issued by the Excise Commissioner 
about Chlorodyne and Camphorodyne was being 
ministerpreted and applied against qualified medical 
men who had their own dispensaries. We repre- 
sented to the Excise Commissioner referring him 
to G. O. No. 368/XIII-132 dated July 23, 1931 which 
‘exempts qualified medical practitioners from taking 
out a licence for use of opium and morphia drugs 
in the practice if their own prescriptions alone were 
dispensed at their dispensary. The Excise Commis- 
sioner has very kindly issued instructions to District 
authorities not to worry qualified medical practi- 
tioners whose cases are covered under G. O. No. 


368 / XIII-132. 


We have got news of a recent interference with 
the rights of medical men. It is for the possession 
and sale of pot. chlorate and we are asked to 
take out a licence under explosives Act. There is 
a misunderstanding in the minds of authorities that 
pot. chlorate is sold at dispensaries. They are 
confusing dispensing of pot. chlorate with sale of 
pot. chlorate. 


In conclution | would take this opportunity of 
conveying my thanks to my colleagues for the help 
and co-operation which they extended to me. | am 
particularly grateful to my friend Dr. Bose, who 
shouldered the whole burden and worked with an 
enthusiasm which was chiefly responsible for the 
little that we were able to do. 


BHUPAL SINGH, B.A. M.D. 
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ADDRESS OF THE CHAIRMAN OF THE 
RECEPTION COMMITTEE OF THE 
Il] U. P. MEDICAL CONFERENCE 


Major D. R. Ranjit SINGH, 
Allahabad 


Captain Choudhry, Sister and Brother Delegates, 


It is my proud privilege to accord you a most 
humble, sincere and affectionate welcome to this 
old and sacred town of Prayag associated with such 
and old and hoary past, which take us back to the 
times when our beloved Lord Maharaj Ram Chandra 
halted here in the Ashram of Bharadwaj Muni. You 
are all aware that Prayag Raj has been given the 
first and most prominent place amongst all sacred 
Tirthas of our motherland and the sacred confluence 
of the two of our most cherished rivers—viz., the 
blue Jumna with all its memory connected with 
Lord Srikrishna as the beloved cowboy, and Mother 
Ganges, continue to draw myriads of people at the 
annual Magh Mela. One does come across even 
now with the most elevated souls in the spiritual 
world amongst Sadhus and Sanyasis, who come and 
offer their homage to the sacred Tribeni. Having 
lived and practised in this town for a little more 
than 36 years having intimately known, various other 
big towns of the United Provinces, both in my public 
and professional capacity, | shall hold that our city 
of Allahabad continues to hold the first place as 
far as its perfect climate in the cold weather and 
the general amentities of a modern town are con- 
cerned. It continues to draw people from lower 
Bengal and other distant corners of the vast Contin- 
ent of India, who come here in the beautiful cold 
weather to recuperate their health. It is only during 
the last few years that owing to faulty arrangements 
in the disposal of sewage, we have had enteric 
fever and other alimentary diseases becoming almost 
endemic. There is, however, every hope that our 
Municipality, who have already begun to tackle the 
problem, would soon see that the health of this 
ancient town is again brought up to a standard 
level. Coming down to the times of the great 
Moghals, Allahabad was given a great importance 
from military strategic point of view and it was 
Akbar the Great who built the historic fort at the 
junction of the two rivers commanding as it did, in 
those days practically all the traffic from Bengal ta 
the up country by the river which then used to be 


* * * * 


VOL. VI, NO. 4 
JANUARY, 1937 
the chief route. It is inside this fort that myriads of 
pilgrims come to pay their homage to the holy 
Akshayabat and to visit the famous pillar of Emperor 
Asoka. It was in the vicinity of this fort when Lord 
Canning, the first Viceroy and Governor General of 
India read out the famous proclamation of Queen 
Victoria the Good which is still looked upon as our 
Magna Charta, and it is this spot that our most 
revered and respected citizen Pandit Madan Mohan 
Malaviya has set up the beautiful Minto Memorial 
Pillar and laid a lovely park round it, which is one 
of the most charming spots in the city, command- 
ing as it does, a most beautiful view of the panaroma 
of the confluence of the rivers and standing as it 
does, on the high bank of deep and blue Jumna. | 
would request you to visit this place. 


Later on, Allahabad was proclaimed Capital of 
the United Provinces by the British Government, 
who alas, have not been true to their words as after 
proclaiming that Allahabad will henceforward be 
the permanent capital of these Provinces, have un- 
fortunately virtually shifted the capital to their 
favoured city of Lucknow, a place admittedly not 
half so healthy as Allahabad and a place where the 
havocs of the floods of the treacherous Gomti have 
been confronting the citizens with untold trouble 
and anxiety. It is to such a city that I on behalf 
of the Reception Committee welcome you, with all 
the sincere and affectionate greetings that brothers 
could extend to their fellow brethren and sisters. 


Ladies and Gentlemen: I am quite aware of 
our shortcomings and before I just touch a few 
important points to which | would like you to give 
the best of your attention and thought, on behalf 
of the Reception Committee, | place before you 
our humble apologies for any shortcoming that there 
may be in entertaining you or in giving you the 
comforts that are due to every delegate, and while 
at this, | may offer my personal and sincere apology 
for the same as unfortunately, | have not been 
personally present in Allahabad during the last few 
days owing to my impending retirement after 36 
years of long and continued work. 


It fills my heart with real happiness to find that 
our profession which is adding to its numbers by 
leaps and bounds, has begun to organise in real 
earnest. Unfortunately however our profession is ex- 
posed to so many encroachments and inroads from 
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all round. We must remember that we have chosen 
a profession which is based on the modern and 
scientific lines as practised, not only by the West 
but by the rest of the civilised world. In our own 
motherland, however, owing to a general reactionary 
tendency that is the natural result of continued 
foreign domination, there is unfortunately also a 
feeling that we must revert to our old system of 
which | confess, we are all proud and which existed 
in the hoary past and which | may further be allow- 
ed to say, at that time, led the rest of the world, 
as has been admitted that long before Sir William 
Jenner advocated the theory of small-pox vaccination 
tion, we in this country, had been practising it by 
medium of the udders of the cow and we knew the 
importance of complete segregation that a patient 
suffering from this scourge of humanity required 
and which one could see existing in the humblest 
of our homes even to-day. Talking about midwifery 
and surgery, we are all aware that Susruta 
and Charak gave pictures of midwifery forceps 
and other instruments which are used in general 
surgery even to-day. But with all this, we must 
remember that while the rest of the world and other 
countries which happily claim self-government have 
gone on developing the science of the healing art, we 
in this country owing to various causes have not 
been able to devote the attention that our systems 
should have received, and it is therefore that | have 
to sound a note of warning to my fellow brethren 
and to my countrymen at large that in the heat of 
the general tendency of reactionary antagonism to 
everything foreign, we should not lose sight of the 
great strides that have been made in our profession 
by the modern and advancing methods. 


Passing on from this danger | would beg you 
also to beware of the competition that is springing 
up with the followers of the old and indigenous 
systems, who | am really glad, have also made great 
efforts in co-ordinating themselves and combining. 
I do not want to be misunderstood and | must make 
myself more clear, by saying that while | want you 
to coalesce and organise and keep your flag flying, 
it is far from my intention to suggest to create any 
jealousy with our sister professions in this vast con- 
tinent of ours wherein it is my honest belief there 
is a room for every one. I am quite conscious of 
the fact that Government have miserably failed in 
grappling with the problem of creating sufficient and 
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adequate medical aid for the great concourse 
of our suffering millions and | further beg to submit 
that owing to our system being admittedly dearer, 
which fact is chiefly based on our having to depend 
on foreign supply for practically all of our 
medicines, instruments and appliances, the vast 
majority of our people as a matter of Hobson's 
choice, still, have to take recourse to other systems, 
which howsoever out of date they may be, it is to 
admitted are the only sheet anchor available to a 
poor man living in the mofussil, far from cities and 
it is these people who go to make up the real India. 
My personal advice therefore is that while we should 
make efforts to organise and protect our interests 
should steer clear of all possible feuds, which 
more or less necessary concomitants, owing to 
the great struggle for existence brought about by 
the unprecedented economic stress that our unfor- 
tunate country is facing. 


we 
are 


Lastly may | as an old medical practitioner 
appeal to you on behalf of the junior section of our 
profession to kindly remember the great onrush 
that is being made by our young men in entering 
this profession and the necessary competition that 
is gaining ground. The other day the ‘‘Leader”’ 
one of the foremost dailies in Northern India and 
-of which Allahabad is justly proud, had given cer- 
tain facts, giving a ratio of medical practitioners 
to the population of England, which had proved all 
doubts that the ratio in our country is still far behind 
the one in United Kingdom. While | appeal to my 
senior brethren to do all that lies in their power 
to give a helping hand to the struggling junior, may 
I appeal to the latter to kindly adapt themselves to 
the change that the times demand; they must learn 
how to live simpler lives and | maintain there awaits 
for them larger fields of work, out in our rural areas. 
May I now draw your attention to some of the other 
glaring injustices that are being prepetrated in our 
unfortunate motherland in connection with our 
public medical services. Who can deny the down 
right Zulum and Zabardasti that is being done 
to the children of the soil by closing the doors of 
the I. M. S. for open competition; who does not 
know that the competition in this service has been 
stopped mainly to keep deserving Indians from 
competing for the service which is called ‘Indian 
Military Service’’ and which unfortunately is not 
open to them as in the name of justice and fairness 


ASSOCIATION NOTES 


JOURNAL 
I. M. A. 


it should be. The back door of nomination has 
been opened in order to bring in the undeserving 
and foreign practitioners and also to allow the 
favouritism and the patriotism to continue. | am 
glad the public press and our legislatures are all at 
it, and I would advise you to give your foremost 
thought to this matter of national importance. 
Coming down to the Provincial Service in my 
humble opinion, time has arrived when the system 
of selection here also should immediately be 
given place by a system of competition; and 
to this competition | would beg of you, to urge, 
on opening the doors for all members of our profes- 
sion, | mean products of the Lucknow Medical 
College as well as Agra Medical School. I am 
aware of the arguments against my proposal that 
the education imparted in the latter is not of the 
degree and kind as that at Lucknow Medical 
College. My answer to this is, that the Agra 
Medical School has lately made rapid strides in all 
its departments and then I would rather urge on 
improving the quality of education than to keep a 
hard and fast line of distinction between the pro- 
ducts of the two, which if not taken in hands soon 
is bound to create a wide and unfortunate gulf 
between the two sections which in my personal and 
humble opinion would be a real disaster from nation 
point of view. 


The sanitation of our country is the other huge 
problem to which I would like to give some of 
your thought. I would humbly suggest you to urge 
on the Government the necessity of their supplying 
Public Health Officers not only to each and every 
one of their Municipalities, but to each and every 
one of even notified areas and other larger villages 
and while at this | would appeal to your medical 
conscience to look to the appalling mortality that is 
continuing its havoc in our country. We have to 
hang our faces down with shame when we look 
specially to the infant mortality that prevails in our 
country as compared to other civilised nations. 


Before | close the last but not the least important 
of all is the question of allowing the members of 
the medical profession their due representation at 
least on the Local Boards if not in our legislatures 
aleo. Having served the Allahabad Municipal 
Board for 12 long years both as an elected member, 
Senior Vice-Chairman and Chairman, it is my firm 
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conviction that medical man ought to be a most 
useful and desirable member of any Local Board. 


Ladies and Gentlemen, | am afraid | have already 
transgressed the usual space of time allowed 
to the Chairman of the Reception Committee and 
I know that I have only barely touched a few of 
the pressing questions amongst a host of others 
which | am sure will receive the adequate attention 
of your Conference. 


* * 


THE PRESIDENTIAL ADDRESS, III U. P. 
MEDICAL CONFERENCE 


S. K. CHAUDHURY, 
Benares 


Ladies and Gentlemen, 


I am deeply sensible of the honour accorded to 
me by electing me to preside over the third U. P. 
Medical Conference. The labourer is worthy of his 
hire no less in the medical profession than in the 
ranks of labour but to attain the standard of this 
merit one should remember with gratitude the valu- 
able guidance and unfailing co-operation of his 
fellow-workers in the field of his apprenticeship. To 
them and to the pioneers of our profession we owe 
a debt which can only be repaid by emulating their 
example. 


It is my primary and most melancholy duty to 
record the heavy loss sustained by the profession in 
the passing away of Colonel Bhola Nauth and Dr. 
Ansari. We mourn the loss of two such outstanding 
figures which the hand of death has removed from 
the ranks of our profession, whose dominant per- 
sonalties were a guiding light and whose illustrious 
names will be for ever inscribed in the annals of 
the medical profession. 


This is the third year in the life of the U. P. 
Medical Association. Two years are far too short a 
period of existence to permit of an accurate survey 
of the value of the work thus far accomplished, yet 
this brief span of life, full of activity and vigour, has 
filled us with hope for the future as we survey in 
retrospect the success already achieved. Its inaugu- 
ration dates from the sitting of the first U. P. Medical 
Conference at Meerut in 1934, which was sponsored 
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by that silent but indefatigable worker, Dr. Bhupal 
Singh, Secretary, U. P. Medical Association, assisted 
by his colleagues from all over the province. At 
that conference he laid before us four cardinal issues 
for our future guidance and immediate deliberation. 
Lest the continuity of our action along these lines 
should be forgotten, it will not be out of place for 
me to recall them now. 


The first of these four points is best illustrated 
by quoting Dr. Bhupal Singh’s own words upon that 
occasion which were “‘to make his Association a 
really active and living organisation."’ That we meet 
to-day for the third time is in itself abundant proof 
that the Association is functioning and flourishing. 
Neither have we any doubt but that it will continue 
to flourish and to gather strength from day to day 
through the steady increase in the roll of member- 
ship till not a single member of the medical profes- 
sion shall remain outside the fold whether he be a 
servant of one of the higher or subordinate provin- 
cial services or a private practitioner. 


Whilst on this subject | shall make bold to offer 
a few suggestions. | shall urge my colleagues to 
make a steady contribution to the scientific section 
of their local medical associations by reading more 
papers before them than has hitherto been their 
practice. It should be our ambition to raise the 
general standard of our knowledge by recording 
observations, by exchange of views and discussion, 
by inviting specialists to give lectures whenever an 
opportunity occurs, and by enriching our libraries. 
In the midst of increasing competition we cannot 
afford to rest on our laurels or become sterile in our 
progress, and we must therefore in our own interests 
and in the interests of the profession as a whole 
keep pace with the advancing world of science and 
medical progress and research. So far the independ- 
ent medical profession of this province has not much 
research work to its credit due to lack of initiative 
from within and want of encouragement from 
the public and Government. We cannot how- 
ever enlist such encouragement unless we can 
demonstrate by action that we have an aptitude 
and ability for such work. The initiative must 
emanate from within our ranks and lay the founda- 
tion stones of our future superstructure which must 
be worthy of the labour given, built up with care 
and used to the best advantage. 
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With the introduction of provincial autonomy it 
is possible that inter-provincial amenities will not be 
readily available and the practitioners of this pro- 
vince will be thrown upon their own resources. No 
valuable contribution has yet been made by practi- 
tioners of this province to the literature of malaria 
having regard to the peculiar conditions prevailing 
in the different parts of the province. Filariasis is a 
scourge of the eastern districts; some of its mani- 
festations baffle all attempts at diagnosis and treat- 
ment. Beri beri or epidemic dropsy has invaded a 
few cities and there is a likelihood of its affecting 
fresh areas. It is worth investigating whether either 
of these is a deficiency disease, as is the common 
belief, or is due to infection. To enquire into 
the causation of cataract with a view to preventing 
blindness ought to prove an interesting subject con- 
sidering the incidence of this disease in the province. 
Hardly anything has been done by our fellow prac- 
titioners in leprosy. Tuberculosis has not received 
a tithe of the attention it should have from us dispite 
the terrible toll it takes of young lives. This short 
list is enough to show that in the field of pathology 
alone what a large amount of work has to be done. 


Our province is rich in raw materials and it is a 
pity that we have no institutions where trained men 
can extract active principles and put them to the 


‘test. A research laboratory in pharmaceutics as 


well as pharmacology is therefore an immediate and 
urgent need. Drugs and proprietary medicines are 
imported at an enormous cost from abroad a few of 
which are useful but the majority worthless and we 
as medical men merely act as sales agents for these 
foreign manufacturers. Sera, vaccines and endocrine 
products are stocked and sold regardless of loss of 
potency incidental to exposure to the heat and light 
of a tropical sun. There is no means of standardis- 
ing or proving the quality of alcoholic preparations 
such as tinctures and spirits, yet these are bottled 
and foisted upon an unsuspecting public on the 
strength of our prescriptions. There is no law by 
which products manufactured in India can be tested 
and controlled, and we are powerless to prevent the 
consumption of imported articles of doubtful value. 
Purchasers are misled by certificates published for 
their information, the sources of which may be un- 
impeachable but there is no guarantee that subse- 
quent batches of the same product issued by the 
firm concerned in respect of which no certificate has 
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been obtained will be equally sound as those pre- 
viously certified. The Head of a pharmaceutical 
department of an important institution once told me 
that after the shop of a dispensing chemist had been 
gutted by fire and most of the articles stored therein 
had been either damaged or destroyed, the proprie- 
tor of another firm offered to buy up the remants 
of the salvaged stock at a nominal price in order to 
sell them to the public at a profit to himself. 


The responsibility of a doctor would seem to 
end with the writing of a prescription and the issuing 
of instructions, The patient hands this to the 
cheapest chemist to be dispensed and blames the 
doctor if the medicine is of no avail. Whose duty 
is it to see that he gets the right thing? Most 
certainly ours. 


We now come to the Secretary's second point, 
that of organised action and concerted effort, of the 
effects of which we are now fully convinced. The 
primary and immediate cause of the formation of a 
Provincial Association was coupled with the enforce- 
ment of the Amended Poisons Act with which the 
independent medical profession was threatened. It 
is a matter of congratulation for those concerned 
that the Association justified its existence and that 
thanks to its collective and sustained efforts the Act 
was rescinded. In this connection | must not omit 
to refer to the debt of gratitude which the medical 
men of this Province owe to Mr. C. Y. Chintamani 
who pleaded our cause with his characteristic zeal 
and thoroughness, as well as to the Local Govern- 
ment for rescinding the Act. 


It is certain that in the near future we shall have 
to contend with similar or still more difficult situa- 
tions. and in order to combat them successfully it is 
essential that we should have our spokesmen in the 
Legislatures. If at the beginning of the new era of 
the Reforms we can do little else, we should see to 
it that some suitable members of our profession are 
elected by those constituencies already appointed 
by Government. | would urge the Provincial Asso- 
ciation to set itself the task of winning for us the 
right to send representatives to Municipal and Dis- 
trict Boards. While some cities enjoy this others do 
not; the practice should be uniformly applicable to 
all cities and districts. 


I shall make an earnest appeal to those medical 
men who are in service to join the Indian Medical 
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Association by becoming members of the local 
branch. Ultimately it will be found that such action 
will not militate against the objects for which the 
service associations exist. The interests of the 
majority of both, private practitioners and service 
men, are common to both, and by joining hands not 
only the advancement of medical science will be 
served but solidarity among the ranks of the medical 
profession will be assured. Remember that the 
British Medical Association has laid the Indian 
Medical Service under a deep debt of obligation for 
all it has done for Service men, and this Association 
is composed of private practitioners and Service 
men of all classes. 


The third point concerns adequate representa- 
tion of private practitioners in the U. P. Medical 
Council. We know this council to be defective 
upon this point. The reasons for amending the U. 
P. Medical Act appeared in a statement issued in 
the appendix of the Proceedings of the First U. P. 
Medical Conference which runs as follows: —‘The 
constitution of the U, P. Medical Council compares 
very unfavourably with any other professional 
council such as that of the Bar Council which has 
an elected President and Members who are in- 
dependent lawyers either elected by the profession 
or nominated by the High Court, but the Medical 
Council has a very meagre representation of in- 
dependent medical practitioners’. The consistitu- 
tion of the Medical Council requires improvement 
by the inclusion of an elected president and a fair 
representation of private practitioners, both medical 
graduates and non-graduates. It is acknowledged 
that registration under the Medical Council gives a 
qualified medical practitioner a higher status and 
entails heavier responsibilities. He is under the 
disciplinary control of the Council which can punish 
him with its extreme penalty, fortunately less ex- 
treme than that of the Law, by having his name 
permanently struck off the register. Yet in spite of 
this authority it has no power to persuade Govern- 
ment to do away with the necessity of obtaining the 
counter-signature of a Government Medical Officer 
on certain certificates granted by registered private 
practitioners. This is an unmerited slur upon the 
whole profession which must be removed. 


] am constrained to mention that in spite of the 
Medical Council cases of breach of medical ethics 
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still occur as may be illustrated by the events 
recorded in a certain city wherein a well-known 
eye-surgeon was invited by wealthy patronage to 
perform cataract operations by the hundred, pubil- 
city being added by advertising mediums of all 
kinds including beat of drum and announcements 
in the local press. If the Medical Council can put 
an end to such advertisement, no matter who the 
advertisers may be, it will have performed its duty 
well. 


Dr. Bhupal Singh's fourth point concerned the 
association of independent medical practitioners with 
Government and District Board Hospitals as 
honorary physicians and surgeons. No satisfactory 
solution of this question has as yet been accomplish- 
ed. In the majority of cases little responsibility 
attaches to these appointments and smooth working 
is the exception rather than the rule. The honorary 
staff is regarded as an interloper having no business 
to be allowed to wander at will in the wards or the 
out-patients department. Complaints are heard 
from the official side that honorary men take unfair 
advantage of their privileges by surreptitiously turn- 
ing hospital cases into private patients. The exist- 
ing experiment has continued for a number of years 
and shows that there is much scope for improve- 
ment. It is useless to expect any rules or regula- 
tions favourable to members of the honorary staff 
to ameliorate their position; the success of this 
system will depend more on the tact and sympathy 
of the permanent staff. In this connection | trust 
that a word or two of advice on my part to those 
intending to apply for honorary appointments will 
not be taken amiss. Before offering themselves 
they should be fully prepared to make sacrifices in 
the service of public welfare and they should act 
with the spirit of a missionary. Quite a substantial 
number of those seeking treatment in the out 
patients’ department is so poor and impoverished 
that they have not even the means to supply their 
daily food much less to spare money for medicine 
or diet. Hospital practice affords the honorary man 
wide scope for gaining valuable experience and 
incidentally offers him an introduction to a large 
number of people. If honorary service is regulated 
by wise control on a sound basis built on previous 
experience together with any modifications as may 
be necessary from time to time such as. were suig- 
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evidence before the Unemployment Committee of 
the United Provinces, there will not only be an 
appreciable saving in the budget of the Medical 
Department but an improvement also in the quality 
of hospital work. I feel sure the Provincial Asso- 
ciation will at all times be ready to co-operate with 
Government in any attempt to revise the existing 
regulations. 


Having now dealt with the four points raised by 
the Secretary, of the Provincial Association at its 
inaguration in 1934, the solutions of which are yet 
far from the final stage whilst other problems have 
been looming large on the horizon, | must refer to 
one which is causing grave concern, namely that of 
unemployment in the ranks of the medical profes- 
sion. The main causes of this unemployment are 
first, the limited number of vacancies in Govern- 
ment, District Board and Municipal services, second- 
ly, the large and increasing output annually from 
schools and colleges, thirdly, the great expense 
involved under Western systems of medicine, fourth- 
ly, the growing competition with practitioners of 
other systems which have flourished under the 
patronage of Government or private bodies, and 
lastly but not least, the world-wide economic 
depression which has affected the paying capacity 
of those who once paid liberally for medical and 
surgical attention. 


With regard to the first of these causes, it would 
be unprofitable to discuss the issue since we cannot 
expect Government or other authorities to create 
posts for the purpose solely of meeting the question 
of unemployment. A few private hospitals might 
be opened here and there but they would provide 
vacancies for only a few medical men. What then 
of the large number of practitioners still thrown 
upon their own resources? 


It is unnecessary to quote the stupendous figures 
showing the numbers of qualified men turned out 
annually from our medical schools and colleges. 
Not only those from our own province but also 
from other provinces do they come to swell our 
ranks and add to these ever-increasing problems of 
unemployment. It is obvious therefore that if the 
young men of this country are allowed to qualify 
for medicine as unrestrictedly as for the legal pro- 
fession whose advocates are manufactured by the 
universities upon a mass production scale, and if 
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ninety-five per cent. of these elect to dwell in the 
cities instead of the villages, the time will soon 
arrive when doctors will outnumber paying patients. 
We must also include in the same calculation the 
votaries of half-a-dozen more systems which are 
multiplying at an increasing rate. Law does not 
permit of anyone becoming a practising lawyer un- 
less he has satisfactorily passed a qualifying examina- 
tion in law, but there is nothing to deter anyone from 
practising the healing art without qualification for the 
purposes of personal profit either to maintain his 
body while he lives or to earn merit for his 
soul while he may. ‘The saint or sadhu touring 
the villages with his bag of ashes and herbs com- 
mands a greater following by virtue of his supposed 
miraculous powers than the trained physician quali- 
fied under a western system who has no miraculous 
power to show or more startling medicine to offer 
than that contained in the prosaic prescription which 
he writes for the nearest chemist to dispense. In 
the same way in the large towns and cities the home 
trained man attracts a wider clientele in every line 
than his qualified and more able colleague. | have 
been told of one such practitioner who makes a 
uniform charge of one anna per head for the 
medicine he dispenses to his patients and he attends 
daily something like four or five hundred persons in 
his consulting room. Whether the Law compels 
such people to abstain from calling themselves 
doctors, they will still continue to flourish to a more 
lucrative extent than those who have spared no 
expense in order to acquire recognised medical 
qualifications. 


It is worth considering whether with a view to 
the restriction of admissions to Medical Schools and 
Colleges the pre-medical tests should not be made 
stiffer. 1 consider that the period of training in the 
Medical School at Agra should be extended to five 
years and the standard of qualification raised. 
Opinions may differ but | am sure that a frank ex- 
pression of views and a carefully considered opinion 
are essential in order to guide the future policy of 
Government upon these questions. 


We must not close our eyes to the fact that our 
methods of diagnosis and treatment are most expen- 
sive, and in present day practice team work has 
been found necessary. The pathologist and radio- 
logist assist the attending practitioner in forming 
his diagnosis and neither of these can work without 
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remuneration, whilst the services of a consultant are 
often called in. In the large cities too there are 
the specialists in every branch whose fees are heavy. 
Compare this with the indigenous systems which 
prevail wherein the methods of diagnosis are simpli- 
city itself and the remedies inexpensive except when 
intended for the rich and opulent. We have to 
consider how it is possible to reduce the expensive- 
ness of our system without sacrificing efficiency and 
we should commence to form a constructive pro- 
gramme along these lines. 


Junior practitioners should be encouraged to 
establish laboratories for pathological examination 
on a co-operative basis in which enterprise they 
would be assisted by senior men who would send 
their specimens to them for examination and lend 
their support in other ways as well. The charges 
for examination should be made so moderate that 
poor people would be in a position to meet them, but 
for some time to come it will not be possible to 
extend this concession to radiological examinations 
in view of the heavy outlay of capital which such 
a plant entails. In my opinion the difficulty will 
not be found insuperable if again the establishment 
and maintenance are acquired on a co-operative 
system. In the meantime the authorities of hospitals 
where radiography is carried out should be ap- 
proached by the local medical associations with a 
view to reducing charges in deserving cases. 


I would advise junior practitioners to charge a 
lower scale of fees than has hitherto been the prac- 
tice. Senior men, say of more than fifteen years’ 
practice, should either take up consultation work or 
have one or two junior assistants if for no other 
reason than to spare them from overwork. In the 
same connection | would suggest to the senior men 
that they should raise their fees in accordance with 
local conditions. The complaint is often heard that 
Provincial Service men upon retirement settle down 
in the large cities in practice and constitute a very 
formidable competition to the younger and rising 
generation of practitioners. To my mind there is a 
splendid opening for retired practitioners in the 
establishment of Nursing Homes and Private Hospi- 
tals. Most of these retired men have the necessary 


capital and with a quarter of a century's hospital 
experience to back them up, they are in a position 
to render reliable medical and surgical aid to the 
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public and at the same time to assist the struggling 
young practitioner to establish himself. 


I have already referred to honorary appoint- 
ments in hospitals whereby junior men have the 
opportunity of introduction to a wide public field, 
but unfortunately few of them can avail themselves 
of this opportunity. What then should they do? 
They might engage their spare time in giving public 
lectures under the auspices of the local Medical As- 
sociation, the Red Cross Society, if a branch exists 
in the district, or the Public Health Department. In 
this connection | should like to take the opportunity 
gratefully acknowledging the facilities offered by 
by Medical Officers of Health under the latter 
department in placing magic-lanterns and_ the 
services of their staff at the disposal of lecturers. 
School medical officers could also assist in a similar 
way by arranging lectures for students, whilst young 
doctors should take an active part in the manage- 
ment of aided schools, orphanages and similar insti- 
tutions as members of the Governing bodies. 
Recreation is an important part of life and young 
doctors should avail themselves of any opportunities 
in this direction by joining local clubs if they exist 
or partaking of some form of social activity, other- 
wise they will grow stale sitting at their desks in 
their dispensaries as | have so often seen them with 
heads bowed in concentrated thought waiting and 
hoping for patients who do not turn up. 


I would like also to refer at this stage to the 
abuse of Charitable Hospitals and Dispensaries by 
certain members of the ‘“‘well-to-do’’ classes, who 
whilst they are ready to spend, often beyond their 
means, to obtain the comforts and luxuries of life 
according to their several inclinations and notions, 
as well as on marriages, social and religious cere- 
monies and litigations dragging in their train many 
corrupt practices, they yet consider that money 
spent on the treatment and prevention of disease is 
a needless extravagance, and therefore help them- 
selves freely to such medical aid as can be obtained 
free of charge. The definition of a ‘‘well-to-do"’ is 
given in the U. P. Medical Manual which is an 
official publication for the guidance of Service men. 
| wonder if the rules laid down therein regarding 
these men are not honoured more in the breach 
than in the observance in an attempt to maintain 
the popularity of District Hospitals. They will 
remain a dead letter so long as popular opinion on 
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this subject is not strengthened. The fact should 
be firmly grasped and realised that every “‘well-to- 
do’ person or a dependent thereof who occupies a 
bed in a public hospital thereby deprives a poor 
countryman of his right to lay there and also inci- 
dentally deprives and cheats the medical profession 
of its just dues. 


Rural development work has been taken in hand 
in right earnest thanks to the impetus given by His 
Excellency the Viceroy. District Boards have in- 
troduced the practice of providing rural areas with 
medical relief by the grant of subsidies to medical 
men and other encouragements to settle in the 
villages. The report of the unemployment Commit- 
tee, United Provinces, which was published only 
last year shows that “‘there are only twenty-one 
private medical practitioners settled in rural areas in 
only twelve districts: that a subsidy of Rs. 400/- is 
paid to a medical licentiate while a subsidy of Rs. 
600/- is paid to a medical graduate annually by 
Government, and Rs. 300/- per annum are paid by 
the local body concerned for medicine. As regards 
subsidised dispensaries, it appears there are forty- 
six dispensaries in twenty-five districts and Rs. 
1312/- are paid by Government as their share of the 
recurring charges of a rural subsidised dispensary. 
The capital cost of construction is also shared half 
and half by Government and the local body con- 
cerned. A few dispensaries in the districts of 
Garhwal and Almora get only Rs. 900/- per annum 
as subsidy’’. 


It is for the public to judge how unsatisfactory 
the state of affairs is in the villages. It cannot be 
denied that the general tendency of doctors qualify- 
ing both in Medical Schools and Colleges is to settle 
down in the cities in perference to a village. A 
satisfactory scale of remuneration should be fixed 
and scholarships awarded to selected students in- 
tending to prosecute medical studies on condition 
that they should after qualification serve in rural 
areas for a term of six years with the option of con- 
tinuing such service for a further term should they 
so desire. A doctor who is so inclined and given 
the opportunity can play a very important part in 
village uplift and rural welfare. He can be employ- 
ed to teach hygiene in village schools and to instruct 
the villagers in the cultivation of healthy sanitation 
and hygiene living with the aid of lantern slides and 
lectures. | reiterate that he should be endowed with 


ASSOCIATION NOTES 


JOURNAL 
I. M. A. 


the spirit of a missionary seeking with pride to ful- 
fil nobly his share in the building of a nation. In 
co-operation with his fellow-workers he will be able 
to deal with the practical problems of nutrition on 
the spot such as no other agency whether official or 
non-official could so successfully accomplish. 


“Stop quackery” is an oft repeated slogan but 
whereas it is easy to segregate quackery in countries 
where only one system of medicine is recognised, it 
is a very different matter to define its limits in a 
land of such ancient civilisation as ours where for 
centuries the people have been accustomed to an 
antiquated system sanctioned by scripture, hallowed 
by religion and revered for ages past. Added to 
this is yet another important branch of healing 
introduced by Muslim rulers of old, and he would 
be a bold man indeed to dismiss either of these 
systems as “quackery.” With the advance of 
scientific knowledge those who are responsible for 
the propagation of these two systems of medicine 
have not been slow to realise that in order to keep 
abreast of the times their respective systems must 
like any rational system of medicine be based upon 
the tripod of modern anatomy, physiology and 
pathology. Much preliminary work has already 
been commenced along these lines by translation of 
text-books on these subjects and by their inclusion 
in the curriculum of studies. It is inevitable there- 
fore that these two systems will gradually be 
modelled more and more upon rationalistic lines. 
It may safely be predicted that the time is not far 
distant when students trained by capable men hold- 
ing Western qualifications will assert themselves. 
They will suffer the disadvantage of studying in a 
language which is foreign to them but important 
from a professional point of view, but they will 
possess the greater advantage of being able to con- 
verse with their patients in their own dialect, and 
whilst adopting a more economical standard of 
living they will be in a stronger position than those 
trained in Medical Colleges and Schools and well 
able to hold their own against them. 


Whether Government continues to encourage 
these two indigenous systems for communal or some 
other reasons or whether from considerations of 
patriotic support the public upholds them, we 
should sportingly acknowledge them both as 
honorable rivals. I would, however, appeal to their 
sense of professional honour to form and to adhere 
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to a code of ethics on the lines of our own whereby 
they will refrain from self-advertisement and _ that 
of the miraculous remedies with which the 
advertisement columns of most Indian newspapers 
and of some printed in the English language 
are daily glutted. Such advertisements describ- 
ing panaceas and cures for all ills and particularly 
for conditions which in the least objectionable 
language might be termed those of nervous debility, 
are an _ objectionable and prominent feature 
of these journals, and we would appeal to their 
managers and editors to discourage the practice of 
this type of advertisement and thus to remove a 
slur upon our national pride which has done so 
much to encourage sensational-minded authors to 
produce books of the vilifying nature of ‘‘Mother 
India’’. 

The last cause of unemployment referred to by 
me, namely that of world-wide depression is one, 
the remedy of which is beyond the scope of the 
profession. | can only add that if the remediable 
suggestions quoted heretofore be adequately dealt 
with, some improvement is bound to accrue. | 
admit that certain recommendations are controver- 
sial but I would plead with the Provincial Associa- 
tion to examine them carefully with a view to com- 
mencing a working programme along some of the 
lines indicated. A circular letter issued by the 
Indian Medical Association shows that the problem 
of unemployment is engaging its earnest attention 
at the moment. | trust that replies to this circular 
have either been sent or are in course of preparation 
by most of the medical associations. These replies 
should be assembled and discussed by the Provin- 
cial Association so that the recommendations made 
may be of a representative character. 


Much has been written and spoken about the 
Indian Medical Service and the possibilities of 
modifying its functions to meet present day needs. 
Such modifications as may conduce to economy 
without prejudice to efficiency will be worth the 
consideration of the authorities. In the embodiment 
of any new scheme in this direction | would suggest 
the formation of an adequate reserve of suitably 
qualified young medical men specially selected and 
trained for military calls and emergences as being 
worthy of due consideration. 


Before | conclude | cannot refrain from record- 
ing what I consider to be an injustice to the Licen- 
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tiates by their exclusion from the privileges of regis- 
tration by the Indian Medical Council. Provided 
these Licentiates possess the necessary qualifications 
they are eligible for registration in all the Provincial 
Registers regardless of whatever Province they 
may belong to, yet whilst they are strictly so provin- 
cial and inter-provincial, they are in no sense 
national to India as a whole by virtue of this segrega- 
tion to Provincial registers. This is neither justice 
nor logic as | understand the latter word, but it 
would seem that logical reasoning is one of the 
weak points in the medical administration of this 
country. 


In conclusion | appeal once more to all quali- 
fied men and women to come forward as members 
of the Indian Medical Association or one of its 
branches which now extend throughout the length 
and breath of the land. By combination and con- 
certed effort in the common weal we can best serve 
our country, and in the arduous days ahead of us 
with all their impending changes in the general 
administration of this vast sub-continent of India, 
it behoves us to keep a watchful eye upon the 
changing scene and to avert whatsoever may 
threaten to deprive us of our liberty or to bar our 
progress in the advancement of medical science and 
the relief of human suffering. We are not infallible; 
it is only those who do nothing make no mistakes, 
but failures are the stepping-stones to success and 
in our devotion to our profession lies our strength. 
We may well repeat the verse of that noble prayer 


of Rudyard Kipling: — 


**Teach us the strength that cannot seek, 
By deed or thought to hurt the weak. 
That under Thee we may possess, 

Man's strength to comfort man’s distress.”’ 


BOMBAY BRANCH 


A meeting of the Executive Committee of the 
Bombay Branch of the Indian Medical Association 
was held at 9 p.m. on Thursday the 12th November, 
1936 at Dr. P. T, Patel’s Rooms, Queens Road. 


The following members were present: 


Drs. Jivraj Metha, P, T. Patel, K. K. Dada- 
chandji, Rai Bahadur Dr. J. P. Mody. Dr. Jivraj 
Mehta presided. 
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Drs. Chimanlal Mehta, Narayan Rao, J. S. S. 
Rau sent messages expressing regret at their inabi- 
lity to attend the meeting. 


|. The minutes of the previous meeting were 
read and confirmed. 


2. The applications for membership from Dr. 
A. D. Mastaker and Dr, N. R. Karandikar were 
unanimously approved while the consideration of 
the application of Dr. U. Achutha Rao was post- 
poned to the next meeting for further information 
about his qualification. 


3. The resolutions submitted by Dr. U. B. 
Narayan Rao and Dr. K. K. Dadachandji for the 
next All-India Medical Conference were then dis- 
cussed and those adopted were sent to the General 
Secretary either for consideration by the Central 
Council or for submission to the Subjects Committee 


of the All-India Medical Conference. 


4. A letter from the Registrar, Medical Council 
dated 6-11-36 was read and it was resolved to con- 
vey the thanks of the Executive Committee to the 
Bombay Medical Council for endorsing the Com- 
mittee’s suggestion regarding the publication in the 
separate list of Doctors which is published in the 
Directory of the Bombay Telephone Company 
writing the names of those practitioners only who 
are on the roll of the Medical Council and for taking 
the necessary action in the matter. 


5. Having heard that Dr. Anderson of the 
British Medical Association was coming to India 
for organising the Indian Branches of the B. M. A. 
and had expressed a desire to make contacts with 
the various Med'‘cal Societies in the Councry, it 
was resolved that the Hony. General Secretaries be 
informed that in view of the past activities of the 
said Association it would not be desirable to enter 
into any negotiation with its representative during 
his tour in India and that the different branches of 
the Association may be informed accordngly. 


6. As no reply has been received till now 
regarding the membership of Dr. A. S. Paranjpe 
from the head office to our letter, it was resolved to 
send a reminder to the Hony. General Secretaries. 
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SAHARANPUR BRANCH 


A general meeting of the Saharanpur Branch 
of the I. M. A. was held on the 25th November, 
1936 at Dr. N. B. Mathur’s Clinic under the presi- 
dentship of Dr. D. Bharadwajal L.R.c.P, & S. 


Resolved that the Saharanpur Branch of the 
I. M. A. regrets the development at U. P. Provin- 
cial Conference held at Allahabad and requests the 
Central Council to appoint an impartial enquiry 
committee to investigate and find out the remedy 
for the rift caused between the different members 


of the U. P. Provincial Branch of I. M. A. 


Pending this decision this house hopes that the 
licentiate members of the U. P. I. M. A. will 


; continue their membership of the I. M. A. 


Resolved that Saharanpur Branch of I. M. A. 
regrets to note the publicity of the proceedings 
of the Provincial Conference given by certain 
members of the I. M. A. in the lay papers and 
seeking the'r help to serve their own ends. This 
Associaton strongly disapproves their action. 


N. B. L. MATuHur, M.B.B.S., 


1-12-36 Secretary. 


JHANSI BRANCH 


The following is the list of Office-bearers 
for the year 1936-37 elected unanimously in every 
case at the annual meeting of the Jhansi Medical 
Association, held on |1-11-36. 

President—Dr. M., L. Atri, L.M.s. 


Vice-Presidents—Drs. J. F. DeSouza, L.M.S., 
S. P. Dube, L.M.P, 


Treasurer—Dr. A, Chowdhuri, M.B, 
Secretary—Capt. H. N. Shivapuri, M.B., B-S., 


1.M.S. (Retd.) 
Joint Secretary—Dr. F. L. Jain, L.M.P., L.O., 
M.S.M.F. 


Members of the Executive Committee—Drs. 
V. G. Dube, L.c.p.s.; M. L. Mehra, M.B., 
B.s.; M. P. Saxena, L.M.P, 
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Auditor—Dr. V. Fonsaca, M.B., B.S., 

Representative on Central Council and Repre- 
sentative on U. P. Branch Provincial 
Council—Capt. H. N. Shivapuri, M.B., B.S., 
1.M.S. (Retd.). 


SIALKOT BRANCH 


At a General Meeting of the Sialkot Branch 
held on the 4th November, 1936, the following 


ofice-bearers were elected: 


President: Capt. L. C. Dutt. 
Secretary: Capt. Bhawani Dass. 
Treasurer: Dr. J. C. Madan. 


THE COIMBATORE MEDICAL 
ASSOCIATION 


The IIth annual meeting of the above associa- 
tion was held in the premises of the Moses Gnana- 
bharanam Eye Hospital, Coimbatore on the 5th 
December, 1936. After a group photo at 5 p.m. 
the general body met under the presidentship of Dr. 
C. N. Ananta Ranga Rao. The annual report was 
read and adopted, and new office-bearers for the 
coming year were elected. Dr. Rao Sahib Y. P. 
Vasudevan was elected President who now took 
the chair and the following office-bearers were 
elected : — 

Patron—Major A. I. Cox, I.M.S. 


President—Rao Sahib Y. P. Vasudevan, M.B., 
B.S., B.Sc. 


Vice-President—Dr. R. Sundararajan, M.B., B.S. 
Secretary—Dr. L. Seshadrinathan, M.B., B.S., 
Asst. Secretary—Dr. J. K. Gnanaolivu M.B., B.S. 


Committee Members—Drs. N. Krishnaswami, 


L.M.S.; S. Gurubatham; K. Pratap; Mrs. 
Jayakaran; C. N. Anantaranga Rao, 
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Resolutions appreciating the services of the 
Patron, the outgoing President and Secretary were 
placed on record. 


A resolution of condolence on the sudden 
demise of Dr. M, K. Sambasivan of Kumbakonam 
was passed the members standing. 


A donation list for funds for the Association to 
have a building of its own was opened, and about 


Rs. 700/- subscribed on the spot. 


There was a musical entertainment after this 
which was followed by a dinner. There was a 
large attendance, and the gathering dispersed after 
a pleasant time. 


DACCA BRANCH 


Condolence resolution passed at a public meet- 
ing held under the auspices of the Dacca Branch: 


The medical practitioners of all shades of Dacca 
and members of the general public assembled in a 
meeting held under the auspices of the Indian 
Medical Association at Jagannath Intermediate 
College on 8-1-37 at 7 p.m. resolve that this meet- 
ing places on record its sense of deep sorrow at the 
sudden demise of Rai Bahadur Dr. Guruprasad 
Mittra, a leading practitioner of this city and the 
President of the Indian Medical Association, Dacca 
Branch, and Vice-President of the Bengal Provin- 
cial Branch of Indian Medical Association which 
melancholy event took place in the afternoon of 
4-1-37 at his Dacca residence. The members of 
this assembly express their whole-hearted condo- 
lence to the bereaved family. 


It is further resolved that a copy of the above 
resolution be sent to Mrs, Mittra under the signature 
of the President of this meeting. 


= 
| 


The annual conference of the Trained Nurses 
Associations of India for the year, which commenced 
its session in Madras on 7th October, 1936, conclud- 
ed on the 9th instant. 


A notable achievement was the adoption of a 
Nurses’ Charter in which were embodied, among 
other things, suggestions for the appointment in 
each province of a Nurses’ Registrar, where the 
Registration Act is in force, and for the appoint- 
ment, also in each province, of a Directress of 
Nursing. 


On the first day of the Conference at the 
General Hospital Miss A. E. Abram, President of 
the Association and of the Conference, addressed 
the delegates on the subject of “‘An Ejight-Hour 
Day for Nurses’’. 


Miss Abram said that the eight-hour day had 
been in force in the Presidency General Hospital 
in Calcutta since about 1900. It might therefore 
be said to have stood the test of time. It was 
started in an effort to raise the standard of nursing 
and to attract a good type of candidate for training. 
The idea that it could not be good from the patients’ 
point of view was quite erroneous. The patients 
were always accustomed to a change of nurses, 
night and day. The system only meant three 
nurses in 24 hours instead of two. She had been 
a patient herself, and she could speak, from per- 
sonal experience, that the patients greatly appre- 
ciated a nice fresh looking nurse coming on duty 
bringing with her little bits of news of the outside 
world and the freshness of clean uniform and 
bright outlook. The eight-hour day was surely 
ideal from the nurses’ point of view as well, as 
they had 16 hours off duty in which to rest, study 
and go out. In conclusion, Miss Abram pleaded 
for a trial of the eight-hour day in every hospital 
in India. 


ANNUAL CONFERENCE OF TRAINED 
NURSES OF INDIA 


The delegates to the conference visited on 
Thursday evening the Christina Raini Hospital, 
Royapuram, and were, later in the evening, enter- 
tained to tea by Miss J. Robson. 


At the evening session of the Conference on 
Thursday, Miss Chadwick read a paper on ‘‘Regis- 
tration Acts.’’ She said that prior to the European 
War, the plea for the protection of nurses and of 
the sick fell entirely on deaf ears. No one cared 
to know what were the conditions under which 
nurses worked. Towards the end of 1914, after 
the War broke out, when sick and wounded soldiers 
from Belgium and France were pouring into 
England in thousands, when the Allies were calling 
out to England for nurses, and when England her- 
self was making her demands on the profession, 
Sir Arthur Stanley, in his capacity as head of the 
B. R. C. Society, asked the British Government 
how many trained nurses were available. The 
q: ~stion staggered everyone, because it could not 
be answered. Efforts were made to remedy the 
defect and from 1918 onwards the nursing profes- 
sion in Britain and abroad was improved in a most 
marvellous way. The Government passed an Act 
called the Nurses Registration Act of 1919. 


In India, because of varied conditions and the 
number of legislatures at work, registration of nurses 
presented pecular difficulties. One point, however, 
should not be lost sight of namely, that they should 
aim at an All-India Act. Before reaching that 
stage, it might be well to draft Bills for the various 
provinces. In framing these Bills, a few points 
should be borne in mind, namely, the standardiza- 
tion of the training of the nurses and possibilities 
of reciprocity with Great Britain. 


At the afternoon session of the Conference held 
on Friday at the Jaggampeta Palace, Miss Abram, 
the President, drew the attention of the delegates 
to an advertisement calling for applications for fill- 
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in the post of a Matron in the General Hospital 
on a salary of Rs. 250—25/2—325, with ration and 
other allowances. The conference adopted a reso- 
lution expressing the view that “‘the salary and 
allowances offered are inadequate and not likely 
to secure the services of a highly trained and ex- 
perienced woman required for the appointment” 
and suggested that a higher scale be now offered. 


Nurses CHARTER 


The Nurses’ Charter adopted by the Conference 
embodied the ideal of the Trained Nurses’ Associa- 


tion of India. 


The aim and object of the Trained Nurses’ As- 
sociation shall be, the Charter stated :— 


To raise the standard and status of nursing; 
nursing should not be classed, as a medical sub- 
ordinate serve but a Provincial Nursing Service 
should be formed with recognised senior nursing 
officers, who should be given gazetted rank; 


Nurse Registrars should be appointed in the 
provinces in which a Registration Act is in force. 
Her duty should include inspection of Nurses’ 
Training Schools. 


Each province should have a Directress of 
Nursing. She should work in conjunction with, but 
not under, the Surgeon-General and should have 
direct access to Government on all nursing matters. 


Each province should take rapid steps to bring 
a Nurses Registration Act into force with a view 
to an ultimate All-India Registration Act. The 
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Matron Superintendent should have complete con- 
trol of the nursing staff with power to recruit candi- 
dates and dismiss unsuitable ones. 


There should be an adequate proportion of 
trained nursing staff to untrained staff in all hospitals. 

No hospital should be without adequate night 
nursing staff in charge of a fully trained and experi- 
enced Sister on duty at night. 


Suitable furnished nurses’ quarters must be 
provided with adequate sanitary arrangements. 
Proper messing arrangements should be provided 
in hospitals under competent supervision. 


No nurse should be expected to work for more 
than 60 hours a week. 


There should be adequate facilities for the 
theoretical and practical side of the training. There 
should be adequate nursing representatives on the 
Examination Boards and there should be facilities 
for recreation when the nurses are off-duty, 


The nursing staff should be under the control 
of the matrons. The ratio of nurses to patients 
should be laid down by the International Council 
of Nurses in Geneva.” : 


Miss Abram in bringing the proceedings of the 
Conference to a close, thanked all those who had 
contributed to its success. 


At the conclusion of the Conference, the 
Zamindarini of Jaggampeta entertained the dele- 
gates to tea at her palace. 
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DELHI MUNICIPALITY 
HEALTH DEPARTMENT 


Vital Statistics for the month of September, 1936. 


1935 1936 
NO. RATE NO. RATE 
Births 1741 60-11 1842 63-60 
Deaths 949 32-77 777° 26-83 
Deaths among infants 318 182-65 284 154-18 
NO. OF ATTENDANCE. 
At N. Rd. centre 1791 1722 
At Churiwalan 2875 2931 
At Jhandewala 2982 3177 
At Jama Masjid 3137 3189 
At Subzimandi 2362 2394 
At Qarol Bagh 2661 2031 
At Ch. Chowk 1760 1343 
At Teliwara 2742 2783 
At Dariba - 1628 1694 
No. of large animals 
slaughtered 2137 4168 
of small animals 
slaughtered 26841 24797 
Income from sale of 
manure ... Rs. 237/4/- Rs. 315/6/- 
No. of rats destroyed 22910 19371 
No. of dogs poisoned 640 450 
No. of ghee cases sent 
for prosecution’... 7 . 1 
Food Destruction. 
Fruits ty he 15 10 0 
Vegetables 29 35 0 


PUNJAB MEDICAL COUNCIL 


Resume of the minutes of a meeting of the 
Punjab Medical Council held on the 12th November, 
1936, 


1. Condolence resolutions were passed on the 
deaths of Lt.-Col. T. A. Hughes and R. B. Dr. 
Balkishan Kaul. 


MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


Medical Associations, Societies, Unions, etc., are invited 
to make use of this section of the Journal.—EDITOR. 


2. The Council considered the report of the 
members of the Punjab Medical Council appointed 
to inspect the Ludhiana Medical School for men 
and resolved that the recommendations be accepted 
and that the Ludhiana Medical School for men be 
recognised upto the 3rd Professional Examination 
for one year. 


3. Resolved that registered medical practition- 
ers not exceeding 5 in number be permitted to 
attend the meetings of the Punjab Medical Council 
with permission by passes to be signed by the 
President. 


4. The name of Dr, Chanan Singh Mann, 
L.M.P. of Jagraon, a registered medical practitioner 
was removed on account of his resorting to adver- 
tisement. 


_ 5. The Council considered the cases of Dr. 
Mohinder Singh and Dr. Mohd. Ajmal Hussain of 
Wazirabad and recommended them to come to 
amicable terms with each other. 


6. Resolved that in future a sum of Rs, 5/- be 
charged for alterations of names in the Punjab 
Medical Register. 


7. Renominations of R. B. Dr. Maharaj Krishna 
Kapur, Dr. Mohkam Chand and elections of Dr. 
Jamiat Singh and Dr. Ch. Mohd. Nawaz, were 


recorded. 


8. Dr. Vishwa Nath, M.A., M.D., F.R.C.P.1., was 


elected Vice-President by a majority vice R. B. 
Dr. Maharaj Krishna Kapur. 


9. Government letter rejecting the proposal of 
the Council to bar from registration non-nationals 
was recorded. 


10. Government letter rejecting the proposal of 
the Council that the use of the word ‘“‘doctor’’ by 
unqualified medical practitioners constituted an 
offence was recorded. 
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11. R. B, Dr. Maharaj Krishna Kapur and Dr. 
Mrs. M. C. Shave were re-nominated to represent 
the Punjab Medical Council on the Nurses Registra- 
tion Council for a further period of three years. 


12. The Council considered the case of Dr. 
Sunder Singh of Delhi, M.B., B.S. for issuing an 
alleged false medical certificate and decided that 
a prescribed notice be served on him to appear 
before the Council at its meeting, 


13. The Council appointed a Sub-Committee to 
devise ways and means of giving effect to disciplin- 
ary action in cases of breaches in the ethical rules 


of the Punjab Medical Council. 


14. The Council decided to request Govern- 
ment to enlarge the Council by one seat which 
should be for an elected member from the category 
of the Licentiates. 
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15. Appointment of Capt. S. M. K. Mallick, 
I.M.S., Principal, Medical School, Amritsar, as a 
member of the Council was recorded. 


16. The Council placed on record its deep 
sense of gratitude to R. B. Dr. Maharaj Krishna 
Kapur for the work he had done as the Vice- 
President of the Punjab Medical Council during his 


term of office. 


* * * * 


. On a complaint by the Punjab Medical Council 
to the Local Government against Dev Raj of 
Jullundur City for contravening the Indian Medical 
Degrees Act the trying Magistrate at Jullundur fined 
the accused Rs, 20/- as he confessed his guilt. The 
higher fine was not inflicted owing to the poor 
financial condition of the accused. 


BOOK REVIEWS 


A Handbook of Operative Surgery and 
Surgical Anatomy by Karuna K.. Chatterji. 
F.R.C.S.1.,. published by Butterworth & Co. (India) 
Ltd., third Edition 1936. Demy Octavo, 443 pages 


with 282 illustrations including !7 colour plates. 


The new edition of this popular Handbook of 
Operative Surgery, consisting of about 450 pages, 
has appeared after nearly four years. The book 
has been carefully revised and enlarged; additions 
have been made in several sections and many 
new chapters have been added. These include 
surgery of central and sympathetic nervous systems 
and of the thorax. 


The book has been written to meet the special 
requirements of the students working for the final 
examinations in surgery: It deals with practically 


all those points required by them. The chapter on 
recognition and use of instruments will be very 


much appreciated. The descriptions of different 
operative technics are clear and contain just that 
amount of information required for. 


The book is profusely illustrated with good dia- 
grams, some of which are in colour, and have been 
printed in good paper and style. The book can be 
strongly recommended to the students and practi- 
tioners interested in the subject. 


B. Mirra. 


Exophthalmic Goiter and its Medical 
Treatment by Israel Bram, published by C, V. 
Mosby Company, St. Louis, U. S. A., 2nd edition, 
1936. Royal Octavo, 456 pages with 79 illustrations. 


Israel Bram'’s ‘‘Exophthalmic Goiter and its 
medical treatment’™’ (1936) is a wide review of the 
subject. Coming from the pen of one who has 
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closely and intelligently studied the condition for 
nearly twenty years, his opinions will carry weight. 
He recognises a Grave's disease constitution—a 
neuroendocrine imbalance as the basic factor in the 
disease. ‘‘In clear thyroid intoxication (toxic ade- 
noma, hyperthyroidism, toxic goiter, or thyrotoxicosis 
it is the thyroid intoxication that makes the body ill. 
In “‘exophthalmic goiter’ we are dealing with a 
constitutional condition or neuroendocrine {fmbal- 
ance, in which it is the body that makes the thyroid 
ill’’. In his series of 5,000 cases, 90%, presented a 
clear history of psychic trauma. Of 2600 cases of 
this series, treated medically and followed up for 
three to twenty years 90% are entirely well—the 
remaining 10% have varying degrees of objective 
residue of little or no subjective importance. The 
malady is therefore a treatable and a curable condi- 


Books received for review:— 


|. A System of Clinical Medicine, Edward Arnold 
& Co., London. 


2. The Consequences of Philosophy. John Bale, 
Sons & Danielsson, Ltd., 83-91, Gt. Titchfield 
Street, London, 
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tion with a few exceptions. He lays general 
management of a case as much more important 
than prescribing a few suitable medicines. By the 
medical treatment of this condition he means the. 
institution of a broad regime of therapy embracing 
prophylactic, dietetic, hygienic, medicinal, psycho- 
therapeutic and other measures, and not mere treat- 
ment directed towards the neck. Surgery and ra- 
diation are mere palliatives, and not curatives of 
the condition. Illustrative case reports and illustra- 
tions of cases before and after treatment make the 
points he wants to bring out more poignant. Any 
student of exophthalmic goitre, whether carrying on 
research or treatment for amelioration of his 
patients’ condition, will find the book both useful 


and valuable. 
P. K. GHOsH. 
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